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PRESIDENT’S HEALTH RECOMMENDATIONS AND 
RELATED MEASURES 


TUESDAY, MARCH 30, 1954 


Untrep States SENATE, 
CoMMITTEE ON Lapor AND PusLic WELFARE, 
SUBCOMMITTEE ON HEALTH, 
Washington, D.C. 

The subcommittee met at 10 a. m., pursuant to adjournment, in the 
old Supreme Court chamber, Senator William A. Purtell presiding. 

Present: Senators Purtell (presiding), H. Alexander Smith, 
Cooper, and Lehman. 

Senator Purrety. Mrs. Hobby, we are very happy to have you 
with us here again today, and our committee will come to order. We 
are very happy to have you tell us about your plans for vocational 
rehabilitation. 


STATEMENT OF OVETA CULP HOBBY, SECRETARY OF HEALTH, 
EDUCATION, AND WELFARE, ACCOMPANIED BY NELSON A. 
ROCKEFELLER, UNDER SECRETARY OF HEALTH, EDUCATION, 
AND WELFARE; ROSWELL B. PERKINS, ASSISTANT SECRETARY 
OF THE DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE; 
ARTHUR KIMBALL, ACTING DEPUTY DIRECTOR OF THE OFFICE 
OF VOCATIONAL REHABILITATION; AND DONALD DABELSTEIN 
AND JOSEPH HUNT, OFFICE OF VOCATIONAL REHABILITATION 


Secretary Hogsy. Thank you, sir. 

Mr. Chairman, before proceeding with my prepared statement I 
should like to indicate for the record that Mr. Nelson A. Rockefeller, 
the Under Secretary, and Mr. Roswell B. Perkins, the Assistant Sec- 
retary of the Department of Health, Education, and Welfare, will 
participate in the presentation of our testimony. 

Also present to assist in answering technical questions are Mr. 
Arthur Kimball, Acting Deputy Director of the Otlice of Vocational 
Rehabilitation, and Mr. Donald Dabelstein and Mr. Joseph Hunt, 
who are also from that Office. 

Miss Mary E. Switzer, the Director, is unable to be here today 
because she is today receiving, in Florida, the 1954 research award 
oresented to the Office of Vocational Rehabilitation by the American 
Piateesiianl Manufacturers’ Association. Miss Switzer will be 
back in Washington tomorrow and will be available to your committee. 

Senator Purret.. I wish you would extend to her our compliments 
and the compliments of the chairman and the full committee for this 
commendation, 
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Secretary Hossy. Thank you. It makes me very happy and it 
will certainly make her very happy. 

Mr. Chairman and members of the committee, I welcome the oppor- 
tunity to appear before you today in support of S. 2759. This bill 
was introduced by the chairman of the Committee on Labor and 
Public Welfare to give effect to the administration’s recommenda- 
tions for extending the opportunity for vocational rehabilitation to 
more disabled persons. These recommendations constitute a basic 
part of the administration’s program for improving the health and 
well-being of the American people. 

Recent hearings before your committee have been concerned with 
proposals for better health facilities and a new grant structure to 
finance programs for prevention, care, and research. Other health 
proposals are scheduled for future consideration. These measures will 
be incomplete unless we take steps, at the same time, to deal with the 
residual disability which so often follows in the wake of serious illness 
and injury. 

Chronic diseases and the disablement they produce loom very large 
in the health problems of this country. In addition to those crippled 
by disabling disease or illness, thousands of others will be the victims 
of disabling accidents—in industry, on the farm, on the highway, and 
at home—despite the progress being made in accident prevention and 
safety education. 

Rehabilitation is the process which has been developed to deal with 
disability. It restores a physically handicapped person to the point 
where he can take care of himself in the home, or even better, also 
assume a position in productive employment. The latter is called 
vocational rehabilitation. 

In 1920, largely as a result of the needs and the experience growing 
out of World War I, the Congress determined that the Federal Gov- 
ernment should assist the States to establish vocational rehabilitation 
services for all our people. The original act authorized Federal grants 
to each State for this purpose, to be administered under approved 
State plans. The State programs today cover a wide range of serv- 
ices, including, for example, the complex combination of services that 
teaches the blind person or the paraplegic how to perform the activi- 
ties of daily living and simultaneously trains him in a new trade. 

These programs are now in operation in all of the 48 States, the Dis- 
trict of Columbia, Alaska, Puerto Rico, and Hawaii. In all States 
there is a rehabilitation agency under the State board of vocational 
education. In 16 jurisdictions this agency serves all types of disabled, 
including the blind. In 36 jurisdictions, separate agencies administer 
services for the rehabilitation of the blind. 

The relationship between disability and public dependency is a 
significant one. At present the Federal-State public-assistance pro- 
grams support about 1 million persons who themselves are disabled or, 
in the case of the aid-to-dependent-children program, whose father 
or mother or other caretaker is disabled. Thousands of these disabled 
persons can be rehabilitated and returned to useful employment and 
self-support. 

At this point, Mr. Chairman, I should like to ask Mr. Rockefeller to 

resent additional background information in graphic form portray- 


ing the scope and accomplishments of the present program. 
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Senator Purrett. We would be very glad to have Mr. Rockefeller 
do so. 

Mr. Rockereuter. Mrs. Secretary, Mr. Chairman, and gentlemen. 
As the Secretary suggested, these charts might be helpful in giving a 
little background of the problem. 

Senator PurreLy. Would you suspend fora moment? I know there 
are people in the audience who are most anxious to see these charts and 
understand what we are doing. Can you see them from where you are 
sitting? That is good. I am sorry, but I thought we would like to 
have as much of this known to the people as we are today showing on 
your charts. 

Mr. Rockere.ier. The first question is the size and character of the 
group under discussion. ‘The main point is that they are people who 
are disabled but who can be rehabilitated and thus get back to work 
and become self-supporting individuals. There is a backlog of 
million people at present in the United States who are disabled who 
could be rehabilitated. There are approximately 250,000 a year who 
are not taken care of by private organizations who could be rehabili- 
tated. 

Of that number the Secretary’s present program takes care of about 
60,000. So that leaves about 190,000 people who are added each year 
to the backlog. 

Of that number I think it is fair to say that a substantial number 
of this group will go on relief at some time and get public assistance, 
and will average about 9 years on public assistance. 

So we find this group in the country who could be rehabilitated 
and brought back to a dignified, self-respecting, self-supporting life. 
That is the background. 

This chart shows the causes of the disability percentagewise of this 
2 million people who are now in the backlog and who could be rehabili- 
tated. Eighty-eight percent of those have been disabled because of 
disease, 10 percent because of accidents—half of them home and high- 
way accidents, and the other 5 percent from accidents during employ- 
ment. 

The remaining 2 percent is from congenital causes. 

Now we come to the next chart, which shows the present modern 
rehabilitation process. The key figure in this process is the coun- 
selor who is in the rehabilitation agency—the State agency. There 
are about 88 State agencies throughout the country. 

The client, or disabled person, comes to the agency, and is taken 
in hand by the counselor. The counselor stays with him and works 
right through the process. 

"The first step is a medical examination, which is undertaken by a 
local, private doctor in the community, who performs the medical 
examination to see what the character of his disability is, and what 
his potential is, both from the point of view of rehabilitation and the 
type of occupation. On the basis of that, the counselor makes a 
vocational diagnosis and lays out plans for the client, or disabled 
person, 

They go through a series of steps, which include medical services 
tirst, which is whatever is seceethod, and then medical appliances, 
such as artificial limbs, and then a training period for his job. It 
may involve transportation and maintenance dating the period. 
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Then there may be needed tools and equipment. Finally the whole 
process is carried through, and then there is the problem of placement, 
which is very important, and where both the rehabilitation office 
and the State employment service offices cooperate. 

After he has received his job, then he is followed up by the coun- 
selor to be sure everything is going satisfactorily. 

In this process, money has to be expended for medical services and 
medical appliances, transportation, and maintenance, and tools and 
equipment. He or she is assisted in that according to need, and 
based on a means test. So that is the process that takes place today 
under today’s circumstances. 

Senator Purrett. May I interrupt here? 

Mr. Rockere.ier. Please. 

Senator Purreti. It is quite evident then that the whole training 
up to the actual placement belongs to this department we are talking 
about now. 

Mr. Rockereiter. That was the decision that was made by the ad- 
ministration when they reviewed this at the time of the reorganization 
studies a year ago this spring. 

Senator Purre.y. Your various charts show it. 

Mr. Rockeretter. I think the point is extremely well taken and 
there is cooperation at this point of placement. 

Senator Purret.. Fine. 

Mr. Rockeretier. I might say about 20 percent of these people are 
so severely disabled that they can only be treated in these compre- 
hensive rehabilitation centers which were discussed the other day. 
That is one of the reasons for the need for additional comprehensive 
rehabilitation centers. 

Coming to the next chart we will take for illustrative purposes 1952. 
There were 64,000 people rehabilitated that year by this combined 
Federal-State program of the Department of Health, Education, and 
Welfare. This particular chart shows the types of disabilities per- 
centagewise that this group had. 

Orthopedic represented the largest percentage, which was 41 per- 
cent. Then you had 7 percent mental cases; aural, 8 percent; visual, 
12 percent; tuberculosis, 9 percent; cardiac, 4 percent; and all other 
cliseases, 19 percent. 

That gives the feel of the character of the group involved and the 
causes of their disability. 

Now we come to the next very interesting chart which shows all 
kinds of jobs that these 64,000 people obtained after they had com- 
pleted their training. The interesting thing about this chart is that 
you have here the different categories, and you have here the spots 
into which these people fit. 

Then the next column shows the division of the total labor force 
in the United States. You will see that, with the modern rehabilita- 
tion process, the disabled are able to fit pretty much into the regular 
labor pattern in the United States. In other words, the percentage 
in managerial; another percentage in clerical and sales; another in 
skilled and semiskilled work ; another in service ; another in unskilled ; 
and another in farm and family workers. I think that is very dra- 
matic evidence which contradicts the idea that a person who has been 
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disabled and then put back to work can only do certain restricted or 
limited types of work. 

The next chart, still dealing with the 1952 program, shows the effect 
of rehabilitation on earning ability. Before rehabilitation this is the 
(livision of the 64,000 people. Only 24 percent of them were em- 
ployed, and many of them had very unstable or unsafe employment 
and were very limited in the type of work they could do. The remain- 
ing 76 percent were unemployed, and 20 percent of the total were 
on public assistance. 

It is interesting to note that the annual maintenance cost of that 
20 percent was $8 million, whereas the cost of rehabilitating those 
people was only $6 million, or less than 1 year’s maintenance on public 
assistance. 

After the rehabilitation program, all of these people were gainfully 
employed. 

Then you move on over to the next part of this chart, which shows 
the annual wages of the group before rehabilitation. Their total 
earnings were $17 million. After rehabilitation, on the basis of the 
jobs which they received and the annual wages that were being paid, 
they had a total earning of $115 million. 

Of course, this chart only shows the financial gain and not the 
moral and spiritual values which are so significant in this program. 

Taking the next chart, you have here the Federal-State expendi- 
tures for vocational rehabilitation. Up to 1943, that is, from 1920 
when the law was passed, to 1943, the expenditures were on a 50-50 
basis, Federal-State, and never reached a higher figure than the $6 
million for the entire country. The law was changed in that year 
and the program started to climb very rapidly, reaching a total expend- 
iture by 1949 of $26 million, and climbing up to a total of $37 million 
in 1954. 

The next section of the chart shows the percentage of Federal-State 
expenditures which went to make up these totals. 

As I pointed out, it was on a 50-50 basis up to 1943. Then it 
climbed rapidly, reaching a peak in 1947, and then the Federal share 
has slowly declined, coming down to a point where the States are 
paying as high as 38 percent at the present time. The Federal Gov- 
ernment is paying the remainder, : 

The basis since 1943 has been that the Federal Government matched 
50-50 the actual cost of the handling of the people, and the Federal 
Government paid all of the expense for personnel in the States and 
administration. That is up to this point here. 

Now, let us see what the results of this program were in terms of 
the number of people rehabilitated and the unmet needs, going from 
1920 to 1953. 

As I mentioned in connection with the first chart, the approximate 
number of people at the present time who could be rehabilitated and 
who are not cared for by private groups amounts to 250,000 a year 
in new cases. This shows the growth of the Federal-State program. 
It was very small at first and then gradually, in the early 1940's, pick- 
ing up with the change in the law, until you reach this figure here of 
approximately 64,000 people. There has been a slight decline since 
1952 down to 60,000. That is caused by three things. 

(1) Inflation and the increased cost due to inflation; 
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(2) The additional time and expense involved in serving the more 
(lifficult cases; and 

(3) The more expensive treatments and other services that have 
been developed in medicine and other professions, particularly in the 
area of the correction of physical disabilities. 

That accounts for this drop in number here. That leaves us then 
with an unmet need of approximately 190,000 people who are coming 
into the backlog annually and have now accumulated to a total of 2 
million who could be rehabilitated for gainful employment. 

Senator Purrein. I am sure you cannot put it on there because 
you cannot get accurate figures, but in regard to the effect of rehabili- 
tation on earning ability, there might be another figure shown that 
would indicate the amount recoverable from those earnings of about 
$115 million. 

Secretary Horpy. Later there is a chart on that point, which I 
think you will find of great interest, Senator. 

Senator Purre... Yes. 

Secretary Hopspy. From this brief background, I think you can 
understand the tremendous importance of the rehabilitation program, 
both to disabled individuals and to the Nation as a whole. 

The charts have also illustrated the static condition of the program 
today, in terms of numbers, of persons rehabilitated annually. Our 
total effort is exceedingly inadequate. A vast backlog of physically 
handicapped persons exists, and yet every day newly. disabled indi- 
viduals are becoming dependent upon their families and the public. 
As a Nation, Mr. Chairman, we have shown great shortsightedness in 
not devoting more attention to the potentialities of the rehabilitation 
process. As the President stated in his special health message of 
January 18: 

There are no statistics to portray the full depth and meaning in human terms 
of the rehabilitation program, but clearly it is a program that builds a better 
America. 

It was for these reasons that the President, in his health message, 
recommended a progressive expansion of our rehabilitation program 
over a 5-year period. He suggested that we establish goals to increase 
the number of rehabilitants far above the present 60,000 per year. 
As 1955 goal he recommended 70,000 rehabilitants; for 1956, 100,000; 
and progressively upward until we reach by 1959 the goal of 200,000 
rehabilitated persons in the course of the year. This schedule progres- 
sion takes into consideration the time required to expand facilities 
and to increase the supply of trained personnel. It also gives the States 
an opportunity to plan for their part of the additional financial support 
needed. 

If the program were to be merely continued at its present level 
during the next 5 years, we could anticipate rehabilitating in that 
per iod about 300,000 persons. The expanded program would rehabili- 
tate an additional 360,000 persons at an estimated additional cost of 
$209 million. As you will see, however, this additional cost to the 
States and Federal Government would be offset several times by the 
resulting savings in public-assistance costs and the revenues from 
income taxes of the persons restored to jobs. 

The bill before you is designed to provide the legislative framework 
for the dynamic expansion of the program which the administration 
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has recommended. Before we proceed with the actual legislative 
changes in the bill, however, I would like to ask Mr. Rockefeller to 
illustrate, with the charts, the goals, and the costs of the proposed 
expansion, 

Mr. Rockrretier. Mrs. Secretary, Mr. Chairman, and gentlemen, 
this chart, you will remember, was discussed there. That is showing 
the growth of the number of people rehabilitated under the present 
program up to 1954, keeping in mind that 250,000 are being disabled 
annually who can be rehabilitated, of which 60,000 are taken care of 
by the Federal-State program. 

Now, the proposed program which the Secretary has just mentioned 
is illustrated here in blue—the effect of that program if it were added 
to the existing program, that is. A very rapid rise in the number of 
people to be rehabilitated annually, reaching a peak of 200,000 a year 
by 1959, is shown there. That is adding the new program on to the 
existing program of 60,000. 

The Secretary mentioned in the early part of her text the increased 
evidence of safety programs and the research work in the various 
diseases which it is hoped will also have the effect of cutting down 
the number who are disabled. In other words, the preventive aspect, 
as well as the corrective aspect. 

Taking this program and translating it into numbers each year for 
the ensuing 5 years, as recommended under the bill, you have this chart 
here. Under the expanded rehabilitation program, during the first 
years, if the bill were enacted, there would be an addition of 10,000 
people. ‘The reason why the program starts out slowly is because of 
the lack of facilities and trained personnel. Therefore, to step up 
the number of people who can be taken care of, there is a major capital 
expense which was referred to in the hospital survey and extension bill, 
which was before you recently, and then a training program. 

So the first year there will be 10,000 added. The next year there 
will be 40,000. The next year there will be 70,000. Then the next year 
100,000 and the last year 140,000, giving you a total by the fifth year 
of 200,00 people to be rehabilitated. 

In terms of money, what have we? Here is the expanded rehabili- 
tation program’s estimated cost from 1955 to 1959. Again using the 
present program as a base and building on it, the first year your total 
cost would be $42 million, $61 million the following year, $81 million 
total the following year, $98 million and then $120 million. That is to 
cover the total cost of the expanded program and the present program. 

Now, going from the annual cost 

The CHatrman. Is that the annual expenditure there? 

Mr. Rockeretier. This bill only takes us to this 5-year rapid expan- 
sion. I would presume at. that point the situation would have to be 
reviewed to see whether due to the research and preventive measures, 
this number could be reduced, so that you did not have 250,000. At 
that time, the future could be foreseen. The 5-year proposed expan- 
sion (we are now just dealing with the part in blue here, which is the 
additional number) would mean a total of 360,000 additional people 
rehabilitated during those 5 years, in addition to the 300,000 approxi- 
mately which would be rehabilitated by the basic program. 

I might point out, Mr. Chairman, that 30 percent of these 360.000 
people could be expected to come off the public-assistance rolls. The 
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average cost, it is figured, is about $580 per person, thus making a 
total cost for rehs ibilitating the 360,000 people of $209 million. 

Bringing this down to ‘the question which the chairman raised a 
moment ago, here is your Federal-State share of that $209 million for 
the new program cost and the total of $209 million. Offsetting that, 
you have over here, based on past experience, the estimated earnings 
of these people in a 5-year period—and that is conservative. But just 
taking 5 years of work after rehabilitation, based on past experience, 
they would pay a total Federal income tax during that period of $280 
million—in other words, more than the total Federal-State cost of re- 
habilitating the entire group. 

But that is not the only plus financially. You have an even more 
significant plus in terms of the possible savings in public assistance, 
because during this period we can anticipate that if these people were 
not rehabilitated, they would spend, or a group of them would spend, 
an average of 9 years, on relief. The total cost of that relief would be 
$722 million. This is the local share and this is the Federal share. So 
you would have, in addition to the taxes paid in, a total of $722 mil- 
lion saved in public assistance to the States and the Federal Govern- 
ment. 

Thus for a total expenditure of $209 million you have an income of 
more than that amount and you have savings of approximately three 
times that. Of course, this is only in terms of dollars and not in 
terms of human and spiritual values. 

Senator Lenman. May I ask a question? 

Senator Purrety. Yes. 

Senator Lenman. This is of great interest. It would seem to me 
that the rehabilitation program, ‘aside from the humanitarian aspects, 
would be a very profitable thing for the Federal Government. You 
show there that the program cost from 1955 to 1959 would be $209 
million in the aggregate, but that the Federal Government alone would 
not only recoup its expenditures, but would save a very large additional 
sum. In other words, they would gain through income-tax payments 
$208 million. 

If that is the case—and I have no doubt it is, and I feel very strongly 
at this time in favor of the program—why should not the Federal 
Government appropriate all of the money that could be used effec- 
tively, with the only limitation in regard to the number being that of 
having efficient and experienced and trained personnel ? 

But. you are not proposing to do that under this bill, it seems to me. 

Secretary Horny. Senator Lehman, you make a very good point. 
The reason for the increase in 1955 is because there are not enough 
trained personnel in the United States to do this. Neither have we 
rehabilitation centers, either partial or comprehensive, to take care 
of that load. 

I think my memory serves me correctly when I say that out of that 

360,000 about 20 percent of those people will be people who have to 
be rehabilitated in the comprehensive rehabilitation facility. I “"" 
you may remember that chart, as well as the geographic chart, 
which we showed the sparsity and uneven distribution of delapes- 
hensive rehabilitation centers in the United States. 

We have taken this on a stepped-up 5-plan because the people in vo- 
cational rehabilitation believe this is as fast as we can expand trained 
personnel and rehabilitation facilities. 
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I thank you for giving me the opportunity to tell you what went 
into our thinking. 

Senator Lenman. May I ask you one more question? I was here 
when Dr. Rusk testified to the small number of available personnel. 
But I pointed out at the time that it did not seem that this bill did 
very much in the way of helping to train additional personnel on 
any large scale—and that seems to be the bottleneck. 

Secretary Hopsy. We do have later in the bill, Senator, a training 
provision and an amount set aside for the training of personnel. 

Mr. Rockeretter. I think that is also as rapid an advance in the 
number of people to be trained as they felt was possible. In other 
words, the whole program of the Secretary which she is recommend- 
ing here was based on how fast could you pick up this load. That is 
exactly the basis on which this was designed. 

Senator Purre.n. 2759 provides to some extent for that training? 

Mr. Rockereier. Yes, sir. It does. 

Senator Purreiy. Are there any other questions? Senator Smith? 

The Cuarrman. Not at the moment. 

Senator Purreti. Senator Cooper. 

Senator Coorer. No questions. 

Senator Purreiy. Senator Lehman, have you any other questions? 

Senator Lenman. Not at the moment. I think the Secretary is con- 
tinguing to testify, is she not? 

Senator Purrett. Yes. I thought Mr. Rockefeller was through for 
the moment. 

You may continue. 

Secretary Hopsy. The present Vocational Rehabilitation Act does 
not provide adequate legislative authority to attain the objectives and 
goals which we have outlined. The bill would, therefore, substitute 
a new act for the existing vocational rehabilitation law, to be effective 
July 1, 1954. 

All of you gentlemen are familiar with this, but it applies to this 
bill too. 


I. NEW THREE-PART GRANT STRUCTURE 


The major change the bill would bring about is to revamp com- 
pletely the “open-end” financing provisions of the present law, which 
have made administration both difficult and uncertain. The bill would 
achieve this revision by adopting for this program the same new three- 
part grant structure which was described at length at yesterday's 
hearings relating to S. 2778, the Public Health grant-in-aid bill. 

You will recall that the three types of grants proposed are: Sup- 
port grants; Extension and improvement grants; and Special-project 
grants. 

I shall review briefly the major aspects of this three-part grant 
structure. . 

(1) Support Grants. The support grants would be to assist the 
States in meeting the costs of their basic vocational rehabilitation 
services. The allotment and matching formula of the Hospital Sur- 
vey and Construction Act would be used, with provision for a mini- 
mum State allotment of $50,000. 

The bill contains transition provisions designed to avoid serious 
dislocations in the States while they adjust to the new system of financ- 
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ing. Under these transition provisions the average Federal share of 
total expenditures would be 60 percent in 1955, 55 percent in 1956, 
and approximately 50 percent in 1957. Furthermore, the bill would 
limit to 10 percent the decrease in any 1 year of a State’s total reha- 
bilitation allotments which may result specifically from the change 
in the allotment formula. 

(2) Extension and Improvement of Grants: The second part of 
the proposed grant structure would be the extension and improvement 
grants to assist the States in meeting the costs of adding to and im- 
proving their vocational rehabilitation services. 

Allotments would be made on the basis of State population, with 
provision for a minimum State allotment of $5,000. As described 
yesterday, the Federal share would be 75 percent for the first 2 years 
of a new activity, 50 percent for the next 2 years and 25 percent for 
the last 2 years of the 6-year limitation for any 1 activity or project. 

(3) Special-Project Grants: The third part of the proposed new 
grant structure is special-project grants, to assist States, localities and 
nonprofit organizations and agencies in meeting special rehabilitation 
needs and problems. These could include, for example, the conduct 
of demonstrations or research. 

Because of the nature of these project grants, there is no fixed 
allotment or matching formula prescribed in the bill with respect to 
them. Instead, application for such project grants would be sub- 
mitted to the Secretary of Health, Education, and Welfare, with 
grant awards being made on the basis of the comparative importance 
and immediacy of the various projects. 

For 1955 and 1956 the bill also provides authority under these spe- 
cial project grants for initiating the nation-wide expansion of the 
vocational rehabilitation program proposed by the administration. 

Mr. Rockefeller will now present some additional charts which re- 
flect the application of the new three-part grant system to the proposed 
expanded rehabilitation program. 

Mr. Rockrre.ter. Mrs. Hobby, Mr. Chairman, and gentleman, this 
is put up just to refresh your memory from yesterday. This is the 
three-part grant-in-aid program, tirst for support on the basis of 
financial need; second, extension and improvement on the basis of 
population ; third, the special projects on the basis of unusual problems 
and opportunities. 

Then, if you will remember, this was the formula in graphic form 
with the totals, with the division of the three parts—support, using 
the Hill-Burton formula; extension and improvement, with the funds 
to be divided on the basis of population in the States; and the special 
projects. 

This formula would permit the carrying out of the program which 
the Secretary has been describing. 

We refer to a chart which you have been looking at, which is the 
expanded rehabilitation program’s estimated cost, 1955-59. These are 
the costs. Then we translate that, using the new formula, into the 
appropriation of the funds and the division of the expenditure be- 
tween the States and the Federal Government. 

I would like to discuss it briefly in the 2 parts because there is a 
5-year transition period here between the carrying on of the old pro- 
gram and the establishment of the new one, during which you will 
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note the objective is to bring the expenditures on to a 50-50 basis 
between the Federal Government ain the States. In other words, 
there would be the matching provision. There is a special provision 
in the bill which the Secretary described which facilitates this during 
that 5-year period. 

At the present time the Federal Government is carrying about 64 
percent of the expense, and the States are carrying 36 percent. This 
will change gradually. In 1955 the Federal share will go to $60 
million; in 1956 to $55 million; and in 1957 it will go on a 50-50 basis. 

The financing of the expanded program preseits some complica- 
tions for the States because of the rapid increase. In order to assist 
them and make it possible for this program to move as fast as has 
been indicated, it is suggested that, during the first year, the Federal 
Government carry the entire load of the expansion. This would be 
. by a special use of tlie special project fund, which is in the 
vill, for 2 years. Otherwise it would be impossible to have this high 
Federal share. 

The second year a portion of the funds would be taken from the 
extension and improvement grant area and the remainder from the 
special projects, still leaving a high Federal percentage. 

After that, you are in the area where all of the new money coming 
from the Federal Government for expansion would be in extension 
and improvement for the third and fourth years. Then after that 
the program moves over into the support area of the basic program 
and is on a 50-50 basis. During the last year, in 1959, the old and new 
programs will be merged and it then becomes one program. 

These proposals go into effect in fiscal 1955, if the bill is passed 
before July 1 of 1954. 

The reason for this seemingly complicated column here, represent- 
ing the present program, is the following: During the current year, 
the Federal Government is expending $23 million and it is being 
matched, as I mentioned before, by the States on an existing formula. 
In the appropriation act for the current year, there was language 
which stated that, for the fiscal year 1955, the matching under the 
present law would be $1 of Federal money for 75 cents of State money, 
as against the previous formula. The result of that is that the budget 
request for 1955 is limited to $19.2 million. 

However, in the President’s proposed budget for later transmission 
there is another $3.8 million which would go into effect if this new 
program is adopted, and permit the basic program to be carried on 
this basis with the full 60,000 people, as it is being done at the present 
time. That is how, in 1955, the current program would be financed, 

Here we have the financing for the proposed expansion. There 
would be 3.5 million for special projects to go in grants-in-aid to the 
States to help them get started on the expansion. It is that money 
which would result in this 10,000 additional people which we saw the 
year before. Then in line with Senator Lehman’s comment about the 
training, in the first year there is $1 million for training and research. 
In each of the succeeding 4 years, Senator, that goes up to a million 
and a half a year, in the proposal which the Secretary is making, and 
would result in a total expenditure of $7 million in the 5 years for 
training. 
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Then, because of the additional expense for the Department and the 
Oflice of Vocational Rehabilitation there is a half a million dollars 
requested in the budget. That is the basis for the use of the funds to 
start this program in 1955. 

Senator Purreitn. Are there any questions? Senator Smith / 

The Cuarrman. No questions. 

Senator Purrein. Senator Lehman. I did want to ask a question. 

You say $1 million is appropriated for training and research. That 
would increase to $1,500,000. Is there any other provision beyond 
that in the bill for the purposes of training and research ? 

Mr. Rockxereier. Not in this bill, although some of the training is 
carried out through the National Health Institutes, where they grant 
money in the specialized fields for training. That is for the doctors 
in cancer, and heart, and so forth. 

This is for the special training that relates to the program, and not 
the basic training which leads up to it. 

Senator Lenman. I do not recall the exact figures, but my recollec- 
tion is Dr. Rusk said there were only substantially about 42 men and 
women trained in this particular activity. 

Mr. Rockeretier. At the present time. 

Senator Lenman. At the present time. He suggested—I believe I 
am quoting him accurately—that it will take many thousands to carry 
through these programs. I must make the observation that if this 
program is so advantageous from the two points of view—one from 
the humane point of view which is a thing that I think probably 
affects all of us the most—but aside from that, from the economic 
point of view and from the economic and fiscal interests of the United 
States—then it would seem to me we would try to hurry this program 
just as rapidly as we possibly can. I feel very, very seriously that you 
are not going to be able to train a great many people with $1 million 
a year, or $1,500,000 a year. We know what the cost of training 
physicians and nurses is. 

Secretary Horsy. I think the Senator perhaps is 

Senator Lenman. I do not think you will get very much increase 
in personnel. 

Secretary Hoppy. Senator, I am so glad you agree with the objec- 
tives of this program because it is really inconceivable that we could 
have been so shortsighted over a long period of time in the considera- 
tion of these people. Knowing as much as you do know about this 
whole area, you do know that $1 million will not be used specifically 
to train doctors and nurses, because we do that in other places. 

If I may refer to the language of the bill, which T believe will be 
helpful to you, sir, this is section 7 relating to administration, and 
paragraph 3 therein, which reads: 





(3) provide short-term training and instruction in technical matters relating 
to vocational rehabilitation services, including the establishment and mainte- 
nance of such research fellowships and traineeships, with such stipends and 
allowances (including travel and subsistence expense), as he may deem necessary ; 

So this is not the total sum, Senator, that is being expended in 
the training of people for comprehensive vocational rehabilitation 
facilities, or even partial ones. 

Senator Lenman. May I ask how much do you propose to ask for 
administration out of which you would pay these trainees ? 
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Secretary Hossy. Half a million dollars. 

Mr. Rockeretier. $500,000. 

Senator Lenman. That is not going to go very far. I cannot help 
but feel strongly, Mrs. Secretary, that here when we know the testi- 
mony, which has been uncontradicted, has been that over the years 
we have been able to train only 42 people approximately to carry on 
this work, and we know that training people professionally and tech- 
nically for this work is a long, arduous and expensive process, then 
I just do not believe that we are going to overcome the bottleneck 
which I think everybody who testified here on vocational rehabilita- 
tion has said is the lack of trained personnel to carry on the work. 

Secretary Hopsy. Yes; I am aware of it and I do believe that. Ido 
believe that we have made the correct start, Senator. I would hate 
to come here and ask for a greater appropriation for moneys than 
I knew we could spend wisely and intelligently. 

This is going to be a very complicated process to work out and find 
exactly where we train these people. This is not something that you 
begin overnight. I wish we had a program which would allow us 
to expand overnight, but the simple truth is, we have not. 

Mr. Rockefeller, did you have something ¢ 

Mr. Rockeretier. Yes. I would like to add, Senator, that I do 
not think this is just a problem of dollars alone. You cannot pour 
out dollars after years when there should have been expenditures 
and when these people should have been trained. This is something 
where it has to be developed and where you can get people to go into 
the field. We have to have facilities when they come in, and it takes 
time to build these facilities. You have to have people in the States 
to administer it, and you have to have the legislatures put up the 
money. All of that takes time. You cannot have one phase of the 
program move ahead of another phase, or else you are wasting money 
if you do that. 

In view of the fact that so little has been done in the past to meet the 
problem I think the Secretary has developed a program which is un- 
usually penetrating in its comprehensive scope. It is going ahead just 
as fast as it can be done to make up for the work which has lagged so 
far behind in past years. 

Senator Purrett. I think Dr. Rusk’s testimony a day or two ago 
indicated it is not money alone that keeps us from expanding these 
services, but it is the need for personnel. So we wish to make it at- 
tractive for people to come in and engage in this field. It seems to me 
we are making a good start in this program. 

Senator Coorer. Mr. Chairman, on chart K I noted $42 million is 
contemplated to be spent in 1955 and $61 million in 1956. 

Would that indicate in the next year as this program moves on that 
a larger amount than $1 million might be spent for training and 
research personnel 

Secretary Horry. The next year it becomes $1,500,000, as I recall 
it. 

Senator Coorrer. But it is progressive in regard to the training sums 
as well as in total expenditures ? 

Secretary Hoppy. Yes. 

Mr. Rockereiier. And it should be remembered this is not the only 
money for training. This is only for the final training of these 
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doctors in the National Health Institutes. Each of the institutes has 
money which will be spent for training and many of them preparatory 
to this work. 

Senator Coovrr. The legislation which was submitted the other 
day respecting construction facilities would work in also with this 
program of training, would it not ¢ 

Mr. Rockere.ier. It is an essential part of it, because if you do not 
have the facilities then these people will be trained and have no 
place to go. 

Senator Coorrr. In order that the record may be clear, is it possible 
to put in the record any figures on what has been spent for training, 
let us say, during the last 5 years or the last 10 years? 

Secretary Hospy. I will be glad to make it available for the record, 
I think nothing under your present program. 

Senator Coorer. Has anything been spent for training? 

Mr. Rockeretirr. Not under the vocational rehabilitation program. 
There had never been any funds included for training in the past. 

Senator Coorrer. I want that clear in the record. Would you mind 
repeating that, please ? 

Mr. Rockrrenter. There had never been any funds included in the 
vocational rehabilitation program in the past for the training of 
personnel, 

Senator Coorrr. This $i million is the first step in this direction ? 

Secretary Hosry. It was called to my attention that not only has 
there been no money spent for training, but there has never been any 
authorization for training in the vocational rehabilitation field. 

Senator Coorrr. The $1 million does represent a rather substantial 
beginning ? 

Secretary Hossy. It is a good beginning. 

Mr. Rockere.ier. I will say so. 

Senator Coorrr. Have you any figures on what has been the highest 
amount spent for this proposal on the rehabilitation program ¢ 

Mr. Rockeretier. $23 million, I think is the highest figure that has 
ever been spent, and that is the amount being spent currently this 
year. 

Dr. Scureir. $23 million is the highest figure to date. 

Senator Coorer. That is in the budget for 1954? 

Secretary Honsy. It is what we are spending this year, Senator 
Cooper. This last chart Mr. Rockefeller explained—if you will come 
back to that chart—you will see there that because of the appropriation 
language we had to submit the budget request at 19.2 million, and the 
top part of it shows that in the President’s budget message for later 
transmission was the 3.8 million. In other words, under the law all 
we could submit was 19.2. 

If you could take the 31% million and the 1 million and the half 
million you really get the proposed expansion for this year. It is $28 
million as opposed to $23 million. 

Senator Cooper. Thank you. 

Senator Purreiy. Actually would the passage of this legislation 
have the effect of repealing the 1 ‘estrictive legislation with respect to 
vocational rehabilitation inserted in the 1954 health, education, and 
welfare, and labor appropriation bill? It would, would it not ? 

Secretary Hospy. It would. 
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Senator Purre.tyi. That is extremely important, I think. 

Mr. Rockeretier. It not only repeals - ‘estrictive language, but 
dds something new. 

Secretary Hopsy. Some liberalizing things. 

Senator Purretu. Yes. 

Are there any other questions about these charts? 

(No response. ) 

Senator Purrety. Do you have some more, Mrs. Secretary ¢ 

Secretary Hoppy. Yes, I have, Senator. 

Senator Purrett. You may proceed. 

Secretary Hossy. While the new three-part grant structure is the 
most significant aspect of the bill before you, the bill also contains 
many other desirable changes which would facilitate an expanded 
and modernized program. 


Il. PROPOSED BROADENING OF THE SCOPE OF THE PROGRAM 


The bill would authorize Federal funds to be expended for certain 
important purposes which have heretofore not been authorized by the 
law, but which are essential to a well-rounded rehabilitation program. 
These include: 

Personnel training, to help relieve the present extremely acute 
-hortages of doctors specializing in rehabilitation, physical therapists, 
occupational therapists, and rehabilitation counselors, as well as psy- 

chologists and social workers skilled in rehabilitation. 

Research and demonstration, to improve rehabilitation techniques 
and to disseminate knowledge concerning such techniques. 

Expansion of special facilities by the State, such as community 
workshops, speech and hearing clinics, and the like, including the 
initial staffing of such facilities. 


Ill. PROVISIONS FOR INCREASED STATE AND LOCAL RESPONSIBILITY 


Another set of provisions in the bill would have the general effect 
of increasing State and local responsibility and flexibility in the 
administration of the program, with a corresponding reduction in 
k _ ‘ral controls. These provisions are as follows: 

Opportunity for community or county administration of the pro- 
gram under State supervision, rather than requiring all administra- 
tion to be at the State level. 

Opportunity for the States to create independent rehabilitation 
agencies, not under the State boards of vocational education. 

Opportunity for separate State plans for the State agencies for 
the blind. 

Assignment to the States of responsibility for establishing cer- 
tam standards relating to facilities and personnel; priorities among 
applicants for services; and cooperative arrangements with other re- 
lated agencies, such as public-assistance agencies and employment 
offices. 

5. Elimination of the present requirement of Federal approval of 
fee schedules for medical services, hospitalization, training, and pros- 
thetic appliances, as well as of rates of compensation for State agency 
personnel. 
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IV. SUGGEST AMENDMENTS 


We wish to recommend for the committee’s consideration three 
amendments to S. 2759: 

First, a judicial review provision similar to the one recommended 
yesterday for the public health grant-in-aid bill, S. 2778. 

Second, a provision to define the District of Columbia as a State 
and to transfer the District’s rehabilitation program from the Depart- 
ment of Health, Education, and Welfare to the government of the 
District of Columbia. 

Third, a provision to amend the Randolph-Sheppard Act so as to 
increase employment opportunities for the blind under the vending- 
stand program. The proposed amendment would— 

Make the act applicable to all Federal property, instead of build- 
ings only; 

Provide that licensed blind persons be given preference in the opera- 
tion of vending stands on Federal property; and 

Provide that Federal custodial agencies establish regulations to 
assure that the preference is actually put into effect. 


SUMMARY AND CONCLUSIONS 


Before concluding this statement, Mr. Chairman, I should like to 
call to the attention of the committee two other administration pro- 
posals which bear directly on the rehabilitation program. ‘The first 
is the proposed amendment to the Hospital Survey and Construction 
Act to authorize financial aid for the construction of comprehensive 
rehabilitation facilities. The second is the proposal which would 
preserve the benefit rights, under the Old-Age and Survivors Insur- 
ance System, of persons who become totally disabled. This second 
proposal, which provides for the use of State rehabilitation agencies 
to perform the medical evaluation functions for the Bureau of Old- 
Age and Survivors Insurance, would result in the referral of thou- 
sands of disabled workers annually tothe State rehabilitation agencies. 
These two related proposals would complement the bill before you 
today so as to provide a well-rounded national plan for the improve- 
ment of rehabilitation opportunities. 

Tosummarize, S. 2759 would establish the legal and financial frame- 
work within which to achieve the administration’s goal of rehabilitat- 
ing 200,000 disabled persons annually by 1959. It would initiate a 
constructive program for restoring thousands more of our fellow citi- 
zens to positions of independence and self-respect. It is a bill which 
combines a recognition of human needs with the promotion of the 
economic interests of the Federal, State, and local governments. We 
urge that you give the bill your favorable consideration. 

Senator Purreti. Thank you very much, Mrs. Secretary. I would 
like to have included in the record your complete statement, with the 
charts and the bill S. 2759 and the suggested amendments which we 
received this morning from your Department, addressed to the chair- 
man of the whole committee. That will become a part of the record. 

(The complete statement of Secretary Hobby and S. 2759 and the 
proposed amendments are as follows :) 
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[S. 2759, 83d Cong., 2d sess.) 


A BILL To amend the Vocational Rehabilitation Act so as to promote and assist in the 
extension and improvement of vocational rehabilitation services, provide for a more 
effective use of available Federal funds, and otherwise improve the provisions of that 
Act, and for other purposes 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That this Act may be cited as the “Vocational 
Rehabilitation Amendments of 1954.” 


AMENDMENTS TO THE VOCATIONAL REHABILITATION ACT 


Sec. 2. The Vocational Rehabilitation Act (29 U. S. C., ch. 4) is amended to 
read as follows: 


“AUTHORIZATION OF APPROPRIATIONS FOR GRANTS; PURPOSES FOR WHICH AVAILABLE 


“SEcTION 1, For the purpose of assisting the States in rehabilitating physically 
and mentally handicapped persons so that they may prepare for and engage in 
remunerative employment to the extent of their capabilities, thereby increasing 
not only their social and economic well-being but also the productive capacity 
of the Nation, there are hereby authorized to be appropriated for each fiscal 
year, beginning with the fiscal year ending June 30, 1955, such sums for grants 
to carry out the purposes of this Act as the Congress may determine. The sums 
so appropriated for any fiscal year shall be available for 

“(1) grants to States to assist them in meeting the costs of vocational 
rehabilitation services; 
“(2) grants to States to assist them in initiating projects for the extension 
and improvement of their vocational rehabilitation services ; and 
“(3) grants to States and to public and other nonprofit organizations and 
agencies to assist in meeting the cost of projects which hold unique promise 
of making a substantial contribution to the solution of vocational rehabilita- 
tion problems common to a number of States and of projects or measures 
directed at meeting problems of special national significance or concern, 
including temporary assistance in initiating a substantial nationwide 
expansion of vocational rehabilitation programs in the States. 
The portion of such sums which shall be available for each of such three types 
of grants shall be specified in the Act appropriating such sums. 


“GRANTS TO STATES FOR VOCATIONAL REHABILITATION SERVICES 
“Sec. 2. (a) From the sums available for any fiscal year for grants to States 
to assist them in meeting the costs of vocational rehabilitation services, each 
State shall be entitled to an allotment of an amount which bears the same 
ratio to such sums as the product of (1) the population of the State and (2) the 
square of its allotment percentage (as defined in section 10 (h)) bears to the 
sum of the corresponding products for all the States. The allotment to any 
State under the preceding sentence for any fiscal year which is less than $50,000 
(or such other amount as may be specified as a minimum allotment in the Act 
appropriating such sums for such year) shall be increased to that amount, the 
total of the increases thereby required being derived by proportionately reducing 
the allotments to each of the remaining States under the preceding sentence, but 
with such adjustments as may be necessary to prevent the allotment of any of 
such remaining States from being thereby reduced to less than that amount. 

“(b) From each State’s allotment available for such purpose for any fiscal 
year, the Secretary shall pay to such State, an amount equal to the Federal share 
(determined as provided in section 10 (i)) of the cost of vocational rehabilita- 
tion services under the plan of such State approved under section 5, inéluding 
expenditures for the administration of the State plan. 

“(c) In the case of any State for which there is a separate State agency ad- 
ministering or supervising the administration of the part of a State plan under 
which vocational rehabilitation services are provided for the blind, the State’s 
allotment under this section shall be divided between such agency and the State 
agency administering (or supervising the administration of) the remainder of 
the State plan in the same proportion as the Secretary estimates at the be- 
ginning of the year State and other non-Federal funds will be available, during 
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the fiscal year for which the allotment is made, for meeting the cost of vocational 
rehabilitation services under the two portions of the State plan, except that for 
the fiscal years ending June 30, 1955, and June 30, 1956, the allotment to any 
State in which there were such separate agencies shall be divided in the same 
proportion as the grants to the State under this Act for expenditures during the 
fiscal year ending June 30, 1954, were divided between such agencies. 


“GRANTS TO STATES FOR EXTENSION AND IMPROVEMENT PROJECTS 


“Seo. 3. (a) (1) From the sums available for any fiscal year for grants to 
States to assist them in initiating projects for the extension and improvement 
of vocational rehabilitation services, each State shall be entitled to an amount 
bearing the same ratio to such sums as the population of such State bears to the 
population of all the States. The allotment to any State under the preceding 
sentence for any fiscal year which is less than $5,000 (or such other amount as 
may be specified as a minimum allotment in the Act appropriating such sums 
for such year) shall be increased to that amount, the total of the increases 
thereby required being derived by proportionately reducing the allotments to 
each of the remaining States under the preceding sentence, but with such ad- 
justments as may be necessary to prevent the allotment of any of such remain- 
ug States from being thereby reduced to less than that amount. 

‘(2) From each State’s allotment available for such purpose for any fiscal 
year, the Secretary shall pay to such State a portion of the cost of approved 
projects for the extension and improvement of vocational rehabilitation services 

including their administration ler the State plan. The Secretary shall 
pprove any project for purposes of this section only if the plan of such State 
approved under section 5 includes such project or is modified to include it and 
only if le finds the project constitutes an extension or improvement of voca- 


) une 


tional rehabilitation services under the State plan or will contribute materially 
to such an eXtension or improvement. 

b) Payments under this section with respect to any project may be made 
for a period of not to exceed six years beginning with the commencement of the 
first fiscal year for which any payment is made with respect to such projects 
from an allotment under this sectio To the extent permitted by the State’s 
allotments under this section, such payments with respect to any project shall 


he equal to 75 per centum of the cost of such project for the first biennium in such 
period, 59 per centum ef such cost for the second biennium in snch period, and 
25 per centum of such cost for the last biennium in such period, except that, at 
the request of the State, such payments may be less than such percentage of the 
cost of such project 

“(c) No payment may be made from an allotment under this section with 
respect to any cost with respect to which any payment is made under section 2. 

“(d) In the case of any State for which there is a separate State agency ad- 
ministering or supervising the administration of the part of a State plan under 
which vocational rehabilitation services are provided for the blind, the State’s 
allotment under this section shall be divided between such agency and the State 
agency administering (or supervising the administration of) the remainder of 
the State plan in the same proportion as the Secretary estimates at the begin- 
ning of the year State and other non-Federal funds will be available, during the 
fiscal year for which the allotment is made, for meeting the cost of vocational 
rehabilitation services under the two portions of the State plan, except that for 
the fiscal years ending June 30, 1955, and June 30, 1956, the allotment to any 
State in which there were such separate agencies shall be divided in the same 
proportion as the grants to the State under this Act for expenditures during the 
fiscal year ending June 30, 1954, were divided between such agencies, 


“GRANTS FOR SPECIAL PROJECTS 


“Src. 4. (a) From the sums available therefor for any fiscal year, the Secre- 
tary shall make grants to States, and public and other nonprofit organizations 
and agencies (1) for paying part of the cost of projects which, in the judgment 
of the Secretary, hold unique promise of making a substantial contribution to the 
solution of vocational rehabilitation problems common to all or several States, 
and of projects or measures directed at meeting vocational rehabilitation prob- 
lems of special national significance or concern, and (2) for planning, preparing 
for, and initiating, during the fiscal year ending June 30, 1955, and the fiscal 
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year ending June 30, 1956, a substantial nationwide expansion of vocational 
rehabilitation programs in the States. 

“(b) Payments under this section may be made in advance or by way 
of reimbursement for services performed and purchases made, as may be 
determined by the Secretary; and shall be made on such conditions as the 
Secretary finds necessary to carry out the purposes of this section. 


“STATE PLANS 


“Sec. 5. (a) To be approvable under this Act, a State plan for vocational 
rehabilitation services shall- 

“(1) designate the State agency administering or supervising the admin- 
istration of vocational education in the State. or a State rehabilitation 
agency (primarily concerned with vocational rehabilitation), as the sole 
State agency to administer or supervise the administration of the plan, 
except that where under the State’s law, the State blind commission, or 
other agency which provides assistance or services to the adult blind, is 
authorized to provide them vocational rehabilitation services, such State 
blind commission or other State agency may be designated as the sole 
State agency to administer or supervise the administration of the part 
of the plan under which vocational rehabilitation services are provided 
for the blind and the State vocational education agency or the State 
rehabilitation agency shall be designated as the sole State agency with 
respect to the rest of the State plan; 

“(2) provide for financial participation by the State, and provide that 
the plan shall be in effect in all political subdivisions of the State ; 

“(3) show the plan, policies, and methods to be followed in carrying 
out the work under the State plan and in its administration and super- 
vision, and in case vocational rehabilitation services cannot be provided 
all eligible disabled individuals who apply for such services, show the 
order to be followed in selecting those to whom vocational rehabilitation 
services will be provided ; 

“(4) provide such methods of administration, other than methods relating 
to the establishment and maintenance of personnel standards, as are found 
by the Secretary to be necessary for the proper and efficient administration 
of the plan; 

“(5) contain (A) provisions relating to the establishment and mainte- 
nance of personnel standards, including provisions relating to the tenure, 
selection, appointment, and qualifications of personnel, and (B) provisions 
relating to the establishment and maintenance of minimum standards gov- 
erning the facilities and personnel utilized in the provision of vocational 
rehabilitation services ; 

“(6) provide that, in addition to training, maintenance, placement, and 
guidance, physical restoration services will be provided under the plan; 

“(7) provide that the State agency will make such reports, in such form 
and containing such information, as the Secretary may from time to time 
reasonably require to carry out his functions under this Act, and comply 
with such provisions as he may from time to time find necessary to assure 
the correctness and verification of such reports ; 

“(8) provide for cooperation by the State agency with, and the utiliza- 
tion of the services of, the State agency administering the State’s public 
assistance program, and the Bureau of Old-Age and Survivors Insurance 
(Department of Health, Education, and Welfare) and of other Federal, 
State, and local public agencies providing services relating to vocational 
rehabilitation services ; and 

“(9) provide for entering into cooperative arangements with the system 
of public employment offices in the State and the utilization of the services 
of such offices. 

“(b) The Secretary shall approve any plan which the Secretary finds ful- 
fills the conditions specified in subsection (a) of this section. 

“(c) Whenever the Secretary, after reasonable notice and opportunity for 
hearing to the State agency administering or supervising the administration 
of the State plan approved under this section, finds that— 

“(1) the plan has been so changed that it no longer contains any pro- 
vision required by subsection (a) of this section to be included in the 
plan; or 
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“(2) in the administration of the plan there is a failure to comply sub- 
stantially with any such provision ; 

the Secretary shall notify such State agency that no further payments will be 
made to the State under section 2 or (or, in his discretion, that further pay- 
ments will not be made to the State for projects under or parts of the State 
plan affected by such failure), until he is satisfied that there is no longer 
any such failure. Until he is so satisfied the Secretary shall make no further 
payments to such State under section 2 or 3 (or shall limit payments to projects 
under or parts of the State plan in which there is no such failure). 


“METHOD OF COMPUTING AND MAKING PAYMENTS 


“Sec. 6. The method of computing and paying amounts pursuant to section 
2 or 3 shall be as follows: 

“(a) The Secretary shall, prior to the beginning of each calendar quarter 
or other period prescribed by him, estimate the amount to be paid to each 
State under the nrovisions of such section for such period, such estimate to 
be based on such record of the State and information furnished by it, and 
such other investigation, as the Secretary may find necessary. 

“(b) The Secretary shall pay, from the allotment available therefor, the 
amount so estimated by him for such period, reduced or increased, as the 
case may be, by any sum (not previously adjusted under this subsection) 
by which he finds that his estimate of the amount to be paid the State for 
any prior period under such section was greater or less than the amount which 
should have been paid to the State for such prior period under such section. 
Such payments shall be made prior to audit or settlement by the General Ac- 
counting Office, shall be made through the disbursing facilities of the Treasury 
Department, and shall be made in such installments as the Secretary may 
determine. 

“ADMINISTRATION 


“Sec. 7. (a) In carrying out his duties under this Act, the Secretary shall— 
“(1) make studies, investigations, demonstrations, and reports with re- 
spect to abilities, aptitudes, and capacities of handicapped individuals, 
development of their potentialities, and their utilization in gainful and 
suitable employment ; 

(2) cooperate with and render technical assistance to States in matters 
relating to the vocational rehabilitation of disabled individuals; 

“(3) provide short-term training and instruction in technical matters 
relating to vocational rehabilitation services, including the establishment and 
maintenance of such research fellowships and traineeships, with such sti- 
pends and allowances (including travel and subsistence expenses), as he may 
deem necessary ; and 

“(4) disseminate information as to the studies, investigations, demon- 
strations, and reports referred to in paragraph (1) and other matters relat- 
ing to vocational rehabilitation services, and otherwise promote the cause 
of rehabilitation of disabled individuals and their greater utilization in 
gainful and suitable employment. 

“(b) The Secretary is authorized to make rules and regulations governing the 
administration of this Act, and to delegate to any officer or employee of the 
United States such of his powers and duties, except the making of rules and reg- 
ulations, as he finds necessary in carrying out the purposes of this Act. 


*“REPORTS 


“Sec. 8. Annual reports shall be made to the Congress by the Secretary as to 
the administration of this Act. 


“AUTHORIZATION OF APPROPRIATION FOR ADMINISTRATION 


“Sec. 9. There are hereby authorized to be included for each fiscal year in the 
appropriations for the Department of Health, Education, and Welfare such sums 
as are necessary to administer the provisions of this Act. 


“DEFINITIONS 


“Sec. 10. For purposes of this Act— 
“(a) The term ‘vocational rehabilitation services’ means diagnostic and 
related services (including transportation) incidental to the determination of 
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eligibility for and the nature and scope of services to be provided; training, 
guidance and placement services for disabled individuals; and, in the case of any 
such individual found to require financial assistance with respect thereto, after 
full consideration of his eligibility for any similar benefit by way of pension, 
compensation, and insurance, any other goods and services necessary to render 
such individual fit to engage in a remunerative occupation, including the follow- 
ing physical restoration and other goods and services— 

“(1) corrective surgery or therapeutic treatment necessary to correct or 
substantially modify a physical or mental condition which is stable or slowly 
progressive and constitutes a substantial handicap to employment, but is of 
such a nature that such correction or modification may reasonably be ex- 
pected to eliminate or substantially reduce such handicap within a reason- 
able length of time; 

“(2) necessary hospitalization in connection with surgery or treatment 
specified in subparagraph (1) ; 

“(3) such prosthetic devices as are essential to obtaining or retaining 
employment ; 

“(4) maintenance, not exceeding the estimated cost of subsistence, during 
rehabilitation ; 

“(5) tools, equipment, initial stocks and supplies, books, and training 
materials, to any or all of which the State may retain legal title; and 

(6) transportation (except where necessary in connection with determi- 
nation of eligibility or nature and scope of services) and occupational 
licenses. 

Such term also includes— 

“(7) the acquisition of vending stands or other equipment and initial 
stocks and supplies for use by severely disabled persons in any type of 
small business the operation of which will be improved through manage- 
ment and supervision by the State agency ; and 

“(8) the establishment of public and other nonprofit rehabilitation fa- 
cilities to provide services for disabled individuals and the establishment 
of public and other nonprofit workshops for the severely disabled. 

“(b) The term ‘disabled individual’ means any individual who is under a 
physical or mental disability which constitutes a substantial handicap to em- 
ployment, but which is of such a nature that vocational rehabilitation services 
may reasonably be expected to render him fit to engage in a remunerative 
occupation. 

“(c) The term ‘rehabilitation facility’ means a facility operated for the pri- 
mary purpose of assisting in the rehabilitation of disabled persons 

“(1) which provides one or more of the following types of services: 

“(A) testing, fitting, or training in the use of prosthetic devices; 
“(B) prevocational or conditioning therapy ; 

“(C) physical, corrective, or occupational therapy ; 

“(D) adjustment training; or 

“(E) evaluation or control of special disabilities; or 

“(2) through which is provided an integrated program of medical, psycho- 
logical, social, and vocational evaluation and services under competent 
professional supervision: Provided, That the major portion of such evalu- 
ation and services are furnished within the facility and that all medical 
and related health services are prescribed by, or are under the formal super- 
vision of, persons licensed to practice medicine in the State. 

“(d) The term ‘workshop’ means a place where any manufacture or handi- 
work is carried on and which is operated for the primary purpose of providing 
remunerative employment to severely disabled individuals who cannot be readily 
ubsorbed in the competitive labor market. 

“(e) The term ‘nonprofit’, when used with respect to a rehabilitation facility 
or a workshop, means a rehabilitation facility and a workshop, respectively, 
owned and operated by a corporation or association, no part of the net earnings 
of which inures, or may lawfully inure, to the benefit of any private shareholder 
er individual. 

“(f) Establishment of a workshop or rehabilitation facility means 

“(1) in the case of a workshop, the expansion remodeling, or alteration of 
existing buildings, necessary to adapt such buildings to workshop purposes 
or to increase the employment opportunities in workshops, and the acquisi- 
tion of initial equipment necessary for new workshops or to increase the 
employment opportunities in workshops; and 

(2) in the case of a rehabilitation facility, the expansion, remodeling, or 
alteration of existing buildings, and initial equipment of such buildings, 
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necessary to adapt such buildings to rehabilitation facility purposes or to 
increase their effectiveness for such purpose (subject, however, to such limita- 
tions as the Secretary may by regulations prescribe in order to prevent 
impairment of the objectives of, or duplication of, other Federal laws pro- 
viding Federal assistance to States in the construction of such facilities) 
and initial staffing thereof (for a period not exceeding one year). 

“(g) The term ‘State’ includes Alaska, Hawaii, the Virgin Islands, and 
Puerto Rico, and for purposes of section 4, includes also Guam. 

“(h) (1) The ‘allotment percentage’ for any State shall be 100 per centum 
less that percentage which bears the same ratio to 50 per centum as the per 
capita income of such State bears to the per capita income of the continental 
United States (excluding Alaska), except that (A) the allotment percentage 
shall in no case be more than 75 per centum or less than 3344 per centum, and 
(B) the allotment percentage for Hawaii shall be 50 per centum, and the 
allotment percentage for Alaska, Puerto Rico, end the Virgin Islands shall be 
75 per centum. 

“(2) The allotment percentages shall be promulgated by the Secretary between 
July 1 and August 31 of each even-numbered year, on the basis of the average 
of the per capita incomes of the States and of the continental United States 
for the three most recent consecutive years for which satisfactory data are 
available from the Department of Commerce. Such promulgation shall be con- 
clusive for each of the two fiscal years in the period beginning July 1 next 
succeeding such promulgation: Provided, That the Secretary shall promulgate 
such percentages as soon as possible after the enactment of the Vocational 
Rehabilitation Amendments of 1954, which promulgation shall be conclusive for 
the three fiscal years in the period ending June 30, 1957. 

“(i) The ‘Federal share’ for any State shall be equal to the State’s allotment 
percentage, except that the Federal share for States with allotment percentages 
of more than 6624 per centum shall be 6624 per centum, and the Federal share 
for Alaska shall be 50 per centum. 

“(j) The population of the several States shall be determined on the basis 
of the latest figures furnished by the Department of Commerce. 

“(k) The term ‘Secretary’, except when the context otherwise requires, means 
the Secretary of Health, Education, and Welfare. 


“TRANSITION PROVISIONS 


“Sec. 11. In order to afford the States which, immediately prior to July 1, 1954, 
were carrying on vocational rehabilitation programs under State plans approved 
under this act, reasonable opportunity to adjust the financing and content of 
their programs to the new allotment, matching, and other provisions of this act, 
such provisions as applied to such States are hereby modified as follows: 

“(a) if the total of the allotments of any State as computed under sec- 
tions 2 and 3 of this Act for the fiscal year ending June 30, 1955, would be 
less than 90 per centum (or in case the aggregate appropriations available 
for allotment under sections 2 and 8 for such year are reduced below the 
aggregate appropriations which were available for allotments to the States 
for payments with respect to the cost of approved State plans during the 
preceding year, tess than 90 per centum minus the percentage by which such 
appropriations are reduced) of the amount allotted to such State for pay- 
ments with respect to the cost of its approved State plan during the fiscal 
year ending June 30, 1954, such State’s allotment under section 2 shall be 
increased to the extent such total is Jess than 90 per centum (or 90 per 
centum minus such percentage reduction in appropriations) of such amount. 
The Secretary shall in accordance with regulations (1) provide for reduc- 
tions in the allotments of the remaining States under sections 2 and 8 to 
the extent required to effect the increases provided in the preceding sen- 
tence, such reductions to be based on the extent to which the allotments of 
such remaining States are greater than 90 per centum (or 90 per centum 
minus any percentage reduction in appropriations) of their allotments for 
the preceding year, and (2) provide for equivalent adjustments in the allot- 
ments of States under sections 2 and 3 for the fiscal year ending June 30. 
1956, and any successive fiscal year in which any State’s combined allot- 
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ments under such sections would otherwise be less than 90 per centum (or 
90 per centum minus any percentage reduction in appropriations) of its allot- 
ments for the preceding year ; 

“(b) if the Federal share of any State as computed under section 10 
(i) for the fiscal year ending June 30, 1957, is greater or less than its Federal 
share for the fiscal year ending June 30, 1954 (which shall be the percentage 
which (1) the amount allotted to such State for expenditures under its 
approved State plan for the fiscal year ending June 30, 1954, is of (2) the sum 
of such allotment and the amount of State and local funds available for 
expenditures under such plan for such fiscal year as estimated by the Secre- 
tary for purposes of determining the State’s allotment for such year), the 
Federal share of such State for the fiscal year ending June 30, 1955, shall be 
equal to its 1954 Federal share, increased (if its 1957 Federal is greater) or 
decreased (if it is less) by 10 per centum of the difference between its 1954 
Federal share and its 1957 Federal share, and for the fiscal year ending June 
30, 1956, shall be equal to its 1954 Federal share, increased or decreased by 
55 per centum of such difference. If in any such State there is, during the 
fiscal year ending June 30, 1954, and during the first or both of the fiscal years 
ending June 30, 1955, and June 30, 1956, a separate State agency administer- 
ing or supervising the administration of that part of the State plan under 
which vocational rehabilitation services are provided for the blind, separate 
Federal shares shall be established for such agency and for the State agency 
administering or supervising the administration of the remainder of the 
State plan, for one or both of such two fiscal years, as the case may be, and 
for purposes of the preceding sentence the 1954 Federal share for each shall 
be the percentage which (1) the portion of the State’s allotment for the fiscal 
year ending June 30, 1954, which was made available to each, is of (2) the 
portion of the sum referred to in clause (2) of the preceding sentence avail- 
able to each for expenditure under the approved plan during such year; and 

“(c) the State plan of any such State under which it was carrying on 
its vocational rehabilitation program immediately prior to July 1, 1954, shall 
be deemed to be a State plan approved under section 5 of this Act until (1) 
the Secretary ‘finds, after reasonable notice and opportunity for a hearing 
to the State agency, that such plan has heen so changed that it no longer 
complies with any provision required to be included in such plan under this 
Act as in effect prior to the enactment of the Vocational Rehabilitation 
Amendments of 1954, or in the administration of such plan there is a failure 
to comply substantially with any such provision, or (2) the plan is superseded 
by a plan approved under section 5 of this Act, or (3) July 1, 1955, whichever 
occurs first. 


“DISTRICT OF COLUMBIA 


“Sree. 12. Out of funds made available for the purpose, the Secretary is au- 
thorized to provide vocational rehabilitation services to disabled persons actually 
residing in the District of Columbia and to formulate and carry out a plan of 
cooperation with the Secretary of Labor with respect to the vocational rehabilita- 
tion of any such disabled residents as are civil employees of the United States 
disabled while in the performance of duty. In carrying out his functions under 
this section, the Secretary of Health, Education, and Welfare is authorized to 
utilize and enlarge facilities of appropriate units of the Department of Health, 
Education, and Welfare, and to enter into agreements and cooperative working 
arrangements with public agencies and private persons, agencies, and institu- 
tions, within the United States, its Territories, and possessions, for services 
and use of facilities of such persons, agencies, and institutions and to compenate 
them and such units for such services and use. 


“SHORT TITLE 
“Sec. 18. This Act may be cited as the ‘Vocational Rehabilitation Act’.” 
EFFECTIVE DATE 


Sec, 3. The amendments made by section 2 shall become effective July 1, 1954. 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE, 
Washington, March 30, 1954. 
Hon. H. ALEXANDER SMITH, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington 25, D. C. 

Dear Mr. CHAIRMAN: The purpose of this letter is to request that your 
committee consider favorably three amendments which we propose be made to 
S. 2759, a bill “To amend the Vocational Rehabilitation Act so as to promote 
and assist in the extension and improvement of vocational-rehabilitation services, 
provide for a more effective use of available Federal funds, and otherwise improve 
the provisions of that act, and for other purposes.” This bill, as you know, 
incorporates the President’s recommendations for amendments to the Vocational 
Rehabilitation Act as set forth in his message on the health of the American 
people on January 18, 1954. 

The first amendment provides for judicial review. We recommend that a 
State be afforded an opportunity for judicial review of action by the Secretary 
of Health, Education, and Welfare, pursuant to section 5 (c) of the Vocational 
Rehabilitation Act, as amended by the bill, withholding payments to such State 
because its State plan has been so changed that it no longer complies with 
Federal requirements or because, in the administration of the plan, there is a 
failure to comply substantially with such requirements. 

This amendment appears in enclosure No. 1. It is patterned after the judicial 
review provisions now contained in title VI of the Public Health Service Act 
(relating to hospital survey and construction), and repeated in S. 2758 and 
H. R. 8149, bills amending that title, which are now pending before your com- 
mittee. 

The second amendment would provide for the transfer, from this Depart- 
ment to the District of Columbia, of the function of providing vocational reha- 
bilitation services to disabled individuals in the District of Columb‘a, and for 
the transfer of personnel, property, records, and unexpended balances of appro- 
priations and other funds related thereto. It would include the District of 
Columbia as a “State” for all purposes of the act and would authorize the 
Commissioners of the District of Columbia to take such action as may be neces- 
sary to secure for the District ef Columbia the benefits of the Vocational Reha- 
bilitation Act. The language for this amendment appears in enclosure No. 2. 
The Commissioners of the District of Columbia have concurred in this amend- 
ment. 

The third amendment relates to the Randolph-Sheppard Act and would amend 
that act so as to increase employment opportunities for the blind under the 
vending stand program. The amendment would make the act applicable to all 
Federal property (not just buildings, as at present). It would also provide that 
licensed blind persons shall be given preference in the operation of vending 
stands on Federal property. Federal custodial agencies would be required to 
establish, in consultation with this Department and subject to approval by the 
President, regulations to effectuate this preference. This proposed amend- 
ment appears in enclosure No. 3. 

The Bureau of the Budget has advised that it perceives no objection to the 
submission of these amendments to your committee. That Bureau advises, 
however, that time limitations have prevented the full coordination of the pro- 
posed language pertaining to amendments to the Randolph-Sheppard Act with 
interested departments and agencies and that it may therefore be necessary to 
offer further amendments on this subject when review has been completed. 

Sincerely yours, 
Oveta Cup Hopsry, Secretary. 


ENCLOSURE No. 1. AMENDMENT TO §S. 2759 


(Judicial review) 


Page 12. hetween lines 4 and 5, insert the following: 

“(d) (1) If any State is dissatisfied with the Secretary’s action under sub- 
section (c) of this section, such State may appeal to the United States court of 
appeals for the circuit in which such State is located. The summons and notice 
of appeal may be served at any place in the United States. The Secretary shall 
forthwith certify and file in the court the transcript of the proceedings and the 
record on which he based his action. 
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“(2) The findings of fact by the Secretary, unless substantially contrary to 
the weight of the evidence, shall be conclusive; but the court, for good cause 
shown, may remand the case to the Secretary to take further evidence, and the 
Secretary may thereupon make new or modified findings of fact and may modify 
his previous action, and shall certify to the court the transcript and record of the 
further proceedings. Such new or modified findings of fact shall likewise be 
conclusive unless substantially contrary to the weight of the evidence. 

“(3) The court shall have jurisdiction to affirm the action of the Secretary 
or to set it aside, in whole or in part. The judgment of the court shall be subject 
to review by the Supreme Court of the United States upon certiorari or certifica- 
tion as previded in title 28, United States Code, section 1254.” 


ENCLOSURE No. 2. AMENDMENT TO §S. 2759 
(Transfer to District of Columbia) 


On page 18, line 15, after the word “includes” insert “the District of Columbia,”’. 

On page 23, strike out beginning with line 21 down to and including line 13 on 
page 24. 

On page 24, line 15, strike out “13.” and insert “12.” 

On page 24 after line 19, insert the following: 


“Voc xTIONAL REHABILITATION PROGRAM IN THE DistRIcCT OF COLUMBIA 


“Sec. 4. (a) The personnel, property, records, and unexpended balances of 
appropriations, allocations, and other funds (available or to be made available), 
which the Director of the Bureau of the Budget determines relate primarily to 
the provision of vocational rehabilitation services in the District of Columbia 
or the performance of functions of a State licensing agency under the act of 
June 20, 1936 (20 U. S. C., ch. 6A), are transferred from the Department of 
Health, Education, and Welfare to the District of Columbia for use in providing 
such services in the District of Columbia. 

“(b) The Commissioners of the District of Columbia are hereby authorized, 
within available appropriations, to take such action as may be necessary to secure 
for the District of Columbia the benefits of the Vocational Rehabilitation Act, 
as amended by this act, and the act of June 20, 1986 (20 U. 8. C., ch. 6A).” 


ENCLOSURE No. 3. AMENDMENT TO S. 2759 (RANDOLPH-SHEPPARD AcT) 


Page 24, after line 19 (and after the insert in Enclosure No. 2), insert the 
following: 


“AMENDMENTS TO RANDOLPH-SHEPPARD VENDING STAND ACT 


“Sec. 5. (a) (1) Section 1 of the act of June 20, 1936 (20 U.S. C. ch. 6A) is 
amended by striking out ‘in any Federal building’ and inserting ‘on any Federal 
property’ in lieu thereof, and by striking out ‘, in the discreation of the head of 
the department or agency in charge of the maintenance of the building,’. Such 
section is further amended by adding at the end thereof the following new sen- 
tence: ‘In authorizing the operation of vending stands on Federal property, 
preference shall be given, so far as feasible, to blind persons licensed by a State 
agency as provided in this act; and the head of each department or agency 
in control of the maintenance, operation, and protection of Federal property 
shall, after consultation with the Secretary of Health, Education, and Welfare, 
and with the approval of the President, prescribe regulations designed to assure 
such preference for such licensed blind persons without unduly inconveniencing 
such departments and agencies or adversely affecting the interests of the United 
States.’ 

“(2) Paragraphs (1) and (4) of section 2 (a) of such act are each amended 
by striking out ‘in Federal and other buildings’ and inserting ‘on Federal and 
other property’ in lieu thereof. Such paragraph (4) is further amended by 
inserting ‘articles dispensed automatically or in containers or wrapping in 
which they are placed before receipt by the vending stand,’ after ‘tobacco 
products,’; by striking out ‘building’ and inserting in liew thereof ‘property’: by 
striking out ‘custodian’ and inserting in lieu thereof ‘department or agency in 
control of the maintenance, operation, and protection’ ; and by inserting ‘in accord- 
ance with the regulations prescribed pursuant to section 1’ after ‘State licensing 
agency’. 
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“(3) Section 2 (b) of such act is amended by striking out the third sentence 
thereof. 

“(4) Section 2 (c) of such act is amended by striking out ‘approval of the 
custodian having charge of the building in which the vending stand is to be 
located’ and inserting in lieu thereof ‘approval of the head of the department or 
agency in control of the maintenance, operation, and protection of the Federal 
property on which the stand is to be located but subject to regulations prescribed 
pursuant to section 1’. 

“(5) Section 6 of such act is amended by adding at the end thereof the follow- 
ing new subsection : 

“*(d) The term “Federal property” means any building, land, or other real 
property owned, leased, or occupied by any department or agency of the United 
States or any instrumentality wholly owned by the United States, or by any 
department or agency of the District of Columbia or any Territory or possession 
of the United States.’ 

“(b) The amendments made by subsection (a) shall become effective July 1, 
1954.” 


STATEMENT BY OvetTA CULP HopBy, SECRETARY OF HEALTH, EDUCATION, AND 
WELFARI 


Mr. Chairman and members of the committee, I welcome the opportunity to 
appear before you today in supoprt of S. 2759. This bill was introduced by the 
chairman of the Committee on Labor and Public Welfare to give effect to the 
administration’s recommendations for extending the opportunity for vocational 
rehabilitation to more disabled persons. These recommendations constitute a 
basic part of the administration’s program for improving the health and well- 
being of the American people. 

Recent hearings before your committee have been concerned with proposals 
for better health facilities and a new grant structure to finance programs for 
prevention, care, and research. Other health proposals are scheduled for future 
consideration, These measures will be incomplete unless we take steps, at the 
same time, to deal with the residual disability which so often follows in the 
wake of serious illness and injury. 

Chronic diseases and the disablement they produce loom very large in the 
health problems of this country. In addition to those crippled by disabling dis- 
ease or illness, thousands of others will be the victims of disabling accidents— 
in industry, on the farm, on the highway, and at home—despite the progress 
being made in accident prevention and safety education. 

Rehabilitation is the process which has been developed to deal with disability. 
It restores a physically handicapped person to the point where he can take care 
of himself in the home or even better, also assume a position in productive 
employment, The latter is called vocational rehabilitation. 

In 1920, largely as a result of the needs and the experience growing out of 
World War I, the Congress determined that the Federal Government should 
assist the States to establish vocational rehabilitation services for all our people. 
The original act authorized Federal grants to each State for this purpose, to be 
administered under approved State plans. The State programs today cover a 
wide range of services, including, for example, the complex combination of 
services that teaches the blind person or the paraplegic how to perform the 
activities of daily living and simultaneously trains him in a new trade. 

These programs are now in operation in all of the 48 States, the District of 
Columbia, Alaska, Puerto Rico, and Hawaii. In all States there is a rehabilita- 
tion agency under the State board of vocational education. In 16 jurisdictions 
this agency serves all types of disabled, including the blind. In 36 jurisdictions, 
separate agencies administer services for the rehabilitation of the blind. 

The relationship between disability and public dependency is a significant one. 
At present the Federal-State public-assistance programs support about 1 million 
persons who themselves are disabled or, in the case of the aid to dependent 
children program, whose father or mother or other caretaker is disabled. 
Thousands of these disabled persons can be rehabilitated and returned to useful 
employment and self-support. 

At this point, Mr. Chairman, T should like to ask Mr. Rockefeller to present 
udditional background information in graphic form portraying the scope and 


accomplishments of the present program. 
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BACKGROUND CHARTS 


Chart A.—T wo million persons who can be rehabilitated to work 

Each year an estimated 250,000 persons disabled by disease, accidents, or 
congenital conditions come to need vocational rehabilitation in order to work. 
Only about 60,000 disabled persons are rehabilitated each year under the present 
State-Federal program. It is easy to understand, therefore, why there are some 
2 million disabled persons in the United States today who need vocational 
rehabilitation services. 

Chart A gives a rough picture of the nature of these 2 million who could be 
rehabilitated—by cause of disability, age group, and institutional or noninstitu- 
tional status. Disease, and particularly chronic disease, is the cause of about 
88 percent of all disabling conditions. Accidents account for about 10 percent 
of the total problem of disability. The other 2 percent results from congenital 
conditions. 

The majority of the disabled who can be rehabilitated are within the ag 
limits 14 to 64; a small portion, about one-twentieth, are 65 years of age or older. 

About one-tenth, roughly 200,000 are currently confined to various types of 
institutions—tuberculosis sanatoriums, mental hospitals, and chronic disease 
hospitals. Restoration of this group to gainful work would help to reduce 
hospital and institutional loads. The remaining nine-tenths reside outside of 
institutions and hospitals. 

Chart B.—The rehabilitation process 

Chart B illustrates the way in which the State programs operate. 

Disabled persons are referred to the rehabilitation agency from many sources— 
doctors, hospitals, welfare agencies, employment services, schools, and others. 
Their contacts are with the rehabilitation counselor. He is the State agency 
representative and is the key to all that follows. 

Through interviews with the client and study of reports from other agencies, 
the counselor learns the individual's needs and problems. A general medical 
examination is obtained from a physician of the community. This is often sup- 
plemented with examinations by medical specialists. 

With these medical data, the case study, and an appraisal of the client’s abili- 
ties, eligibility is established and the counselor arrives at a vocational diagnosis. 
Together with the client, a complete rehabilitation plan of services is worked out. 
The services may include one or more of the following: 


Medical services. 

Artificial appliances. 

Training. 

Transportation and subsistence during rehabilitation. 
Occupational tools and equipment, 

Placement and followup on the job. 


Some disabled persons may require all of these services ; others may need only 
a few. 

The charges for provision of medical services, subsistence, transportation, and 
tools are conditioned upon the client’s ability to pay. 

The rehabilitation agency, through the counselor, is the coordinating force 
which brings together all of the medical, psychosocial and vocational services to 
meet the needs of the disabled persons. 


Chart O.—Types of disability 

Vocational rehabilitation services are made available to all types of disabled 
persons of working age who have substantial job handicaps resulting from dis- 
ability. Some disabilities are readily apparent, such as amputations. Others are 
hidden, such as tuberculosis, heart disease, and epilepsy. 

About 41 percent of the 64,000 rehabilitated during fiscal 1952 were vocationally 
handicapped because of orthopedic impairments. These impairments resulted 
from many causes—diseases such as poliomyelitis and arthritis, plus accidents 
and congenital conditions. 

Twelve percent were blind or had severe loss of vision. 

Eight percent were deaf or hard of hearing. 

Seven percent were mentally ill. 

The remaining 32 percent included persons with impairments such as tubercu- 
losis (9 percent), heart disease (4 percent), and other diseases. 


Chart D.—Job groups 
Chart D shows that rehabilitated persons (left bar) are established in all occu- 
pational groups in proportions generally comparable to those for all employed 
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persons in the United States (right bar). About 11 percent of the disabled per- 
sons rehabilitated in 1952 entered professional, semiprofessional and managerial 
occupations, such as accountants, engineers, teachers, draftsmen, laboratory 
technicians, whereas about 18 percent of our total labor force is employed in this 
broad group of occupations. The proportions in the other categories also com- 
pare very closely with the national percentages. 

Under the present act, housewives, under certain conditions, can be accepted 
for vocational rehabilitation. During the fiscal year 1952, a total of 5,039 dis- 
abled women were rehabilitated as homemakers. 


Chart E.—Effect of rehabilitation on earning ability 

Of the 64,000 disabled rehabilitated in fiscal 1952, 76 percent were unemployed 
when they started their vocational rehabilitation. Only 24 percent were working 
in one way or another. These in the latter group were engaged in temporary or 
part-time jobs, unsuitable or unsafe employment, or were in danger of having to 
stop work because of their disabilities. 

When starting their rehabilitation the total earnings of the 64,000 were at the 
rate of $17 million a year. After rehabilitation the group’s earning power was 
increased to $115 million a year. This amount does not include the earnings of 
farmers and family workers. 

Although not shown on the chart, the economics of rehabilitation may be 
reflected in other ways. It is estimated that these 64,000 persons rehabilitated 
in 1952 will, during the remainder of their working years, repay about $10 to 
the Federal Government in Federal income taxes for each Federal dollar spent 
for their rehabilitation. 

Also about 12,000 of this group of 64,000 were receiving some public assistance 
at the time their rehabilitation was started. To maintain these disabled people 
on assistance for a single year would have cost around $8.5 million. Their 
rehabilitation for useful work cost about $6 million. 

Chart F *—Changes in program emphasis; services provided, 1942 to 1952 

Chart F shows, for fiscal year 1952, the percentage of the 64,000 who were 
provided with training, physical restoration, tools, and equipment, and so on. 
All persons, of course, receive the basic services of guidance, counseling, and 
placement. 

Chart F contrasts present practice with the program as it operated in 1942 
(when there were 21,757 rehabilitants), just prior to the enactment of the present 
law. Prior to October 1948 the services authorized under the act were confined 
to counseling, training, placement, and to a limited extent, the provision of 
artificial appliances. (Appliances account for the 12 percent identified on the 
chart as “physical restoration.”) Federal funds could not be used to remove 
or reduce a disability. Disabled persons who required substantial medical 
rehabilitation were not generally accepted. 

The amendments of 1943 authorized funds to be used to remove or reduce 
disabling conditions before the rest of the rehabilitation process was undertaken. 
Hence many more rehabilitants today receive the services designated on Chart F 
as physical restoration. 


Chart G—Federal and State expenditures, vocational rehabilitation 

Chart G shows the Federal and State financial investment in the rehabilitation 
program in 1943 and during the past 6 years. 

In 1943 total program costs amounted to about $6 million, the highest total 
program expenditures prior to the 1943 amendments. Within the past 6 years 
(1949-54) total program expenditures have increased steadily, reaching $37 
nillion of State and Federal funds in fiscal 1954. 

The right-hand portion of the chart shows, percentagewise, the division of 
expenditures between the States and Federal Government. 

Prior to the 1943 amendments, expenditures for vocational rehabilitation were 
matched on a 50-50 basis. Beginning in fiscal 1944, the Federal Government 
assumed responsibility for 100 percent of necessary State expenditures for 
administration and counseling and guidance (50 percent of the balance). This 
resulted in a higher Federal percentage share. 

The Federal share has been reduced from 69 percent in 1950 to an estimated 
62 percent for 1954. 


Chart H—Rehabilitations and unmet needs, 1920-53 


Chart H provides a picture of the 33-year period of accomplishments against 
the backdrop of annual need—an estimated 250,000 disabled persons. Four basic 





1 Not included in oral presentation. 








PRESIDENT’S HEALTH RECOMMENDATIONS 341 





conclusions are apparent: First, the program has made substantial strides since 
it was undertaken in 1920; second, progress has been particularly marked since 
the expansion of the program in 1943; third, since 1949 there has been a leveling 
off of the number of disabled persons rehabilitated annually; finally, the program 
falls far short of meeting the need in terms of the annual number of disabled 
persons who come to need vocational rehabilitation in order to work. 
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From this brief background, I think you can understand the tremendous 
importance of the rehabilitation program, both to disabled individuals and to the 
Nation as a whole. 

The charts have also illustrated the static condition of the program today 
in terms of numbers of persons rehabilitated annually. Our total effort is 
exceedingly inadequate. <A vast backlog of physically handicapped persons exists, 
and yet every day newly disabled individuals are becoming dependent upon their 
families and the public. Asa nation, Mr. Chairman, we have shown great short- 
sightedness is not devoting more attention to the potentialities of the rehabilita- 
tion process. As the President stated in his special health message of January 18: 
“There are no statistics to portray the full depth and meaning in human terms 
of the rehabilitation program, but clearly it is a program that builds a better 
America.” 

It was for these reasons that the President, in his health message, recommended 
a progressive expansion of our rehabilitation program over a 5-year period. He 
suggested that we establish goals to increase the number of rehabilitants far 
above the present 60,000 per year. As a 1955 goal he recommended 70,000 re- 
habilitants ; for 1956, 100,000; and progressively upward until we reach by 1959 
the goal of 200,000 rehabilitated persons in the course of the year. This schedule 
progression takes into consideration the time required to expand facilities and 
to increase the supply of trained personnel. It also gives the States an oppor- 
tunity to plan for their part of the additional financial support needed. 

If the program were to be merely continued at its present level during the 
next 5 years, we could anticipate rehabilitating in that period about 300,000 
persons. The expanded program would rehabilitate an additional 360,000 per- 
sons at an estimated additional cost of $209 million. As you will see, however, 
this additional cost to the States and the Federal Government would be offset 
several times by the resulting savings in public-assistance costs and the revenues 
from income taxes of the persons restored to jobs. 

The bill before you is designed to provide the legislative framework for the 
dynamic expansion of the program which the administration has recommended. 
Before we proceed with the actual legislative changes in the bill, however, I 
would like to ask Mr. Rockefeller to illustrate, with the charts, the goals and the 
costs of the proposed expansion. 
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Chart I—Past and proposed programs 


This chart shows the administration’s proposed program against the backdrop 
of need and in relation to accomplishments in the past. 

At present about 60,000 disabled persons are being rehabilitated annually. 
The administration’s goal calls for 200,000 disabled persons to be rehabilitated 
annually by 1959. 

Chart J—Expanded rehabilitation program 

Chart J shows that projected accomplishments, both of the present program 
and the expanded program, for the fiscal years 1955-59. 

In fiscal 1955, although a substantial tooling up to establish the necessary addi- 
tional facilities and personnel would be required, the rehabilitation of 10,000 
more persons than are now being rehabilitated annually would be achieved. 

In fiscal 1956, the second year, 40,000 more disabled persons would be rehabili- 
tated. Together with the 60,000 from the basic program, this would, for the first 
time, achieve the goal of 100,000 rehabilitations in a single year. 

In the fifth year, fiscal 1959, the expanded program would achieve the rehabili- 
tation of 200,000 disabled persons. 

Over the next 5 years, then, it is estimated that an additional 360,000 disabled 
persons could be rehabilitated. Together with the 300,000 from the basic pro- 
gram, this would total 660,000 disabled persons established in productive work 
during that period. 


Chart K—Exrpanded rehabilitation program, estimated cost, 1955-59 


Chart K shows the projected estimate of the cost of continuing the existing 
program and of providing for the proposed expansion. 

For the first year of the expanded program (fiscal 1955) total Federal grants 
to States and State matching funds are estimated at $42 million. 

During the next 4 years, total program costs would continue to increase, 
reaching $120 million in 1959. 

Chart L—Cost of 5-year proposed expansion 

Chart L illustrates the computation of the estimated cost of the expanded 
program alone. 

The bar at the left shows the estimated 360,000 more disabled persons to he 
rehabilitated. If special efforts are made to reach persons receiving public 
assistance, it is estimated that about 107,000, or 30 percent, of these persons 
to be rehabilitated would be taken from the public-assistance rolls. 

On the basis of past experience, it is estimated that the total cost of the 
expanded program will average about $580 per rehabilitant. Multiplying this 
by the estimated 360,000 disabled persons, the total program cost, both Federal 
and State, for the proposed expansion would be about $209 million. 


Chart M—Exrpanded rehabilitation program; costs and savings expected 


It is self-evident that rehabilitation pays social dividends in restoring inde- 
pendence and confidence to a disabled person. But the dollars-and-cents returns 
to the Federal and State governments are striking. 

The first bar on the left side shows the estimated total Federal-State cost— 
$209 million—for the expanded part of the program of rehabilitating 360,000 more 
disabled persons during the 5-year period. 

The right side of the chart shows two areas of possible savings. It is esti- 
mated that the 360,000 disabled persons who would be rehabilitated under the 
expanded program could be expected to pay Federal income taxes totaling $280 
million during a 5-year work period after their rehabilitation—thereby more 
than repaying the program cost. 

It is estimated that 107,000 of the disabled persons rehabilitated through the 
proposed expansion could be removed from public-assistance rolls. If they 
remained on public assistance, they would require public aid for an average of 
9 years at a total cost (Federal-State-local) of $722 million. About 58 percent 
of this cost would be borne by the States and local communities and 42 percent 
by the Federal Government. 

Thus, increased income-tax revenues and the reduction in public-assistance 
payments would substantially exceed the cost of the proposed program. 
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The present Vocational Rehabilitation Act does not provide adequate legis- 
lative authority to attain the objectives and goals which we have outlined. 
The bill would, therefore, substitute a new act for the existing vocational 
rehabilitation law, to be effective July 1, 1954. 


I. NEW THREE-PART GRANT STRUCTURE 


The major change the bill would bring about is to revamp completely the 
“open-end” financing provisions of the present law, which have made adminis- 
tration both difficult and uncertain. The bill would achieve this revision by 
adopting for this program the same new three-part grant structure which was 
described at length at yesterday’s hearings relating to S. 2778, the public health 
grant-in-aid bill. 

You will recall that the three types of grants proposed are: Support grants, 
extension and improvement grants, and special-project grants. 

I shall review briefly the major aspects of this three-part grant structure. 

(1) Support grants.—The support grants would be to assist the States in 
meeting the costs of their basic vocational-rehabilitation services. The allot- 
metn and matching formula of the Hospital Survey and Construction Act would 
be used, with provision for a minimum State allotment of $50,000. 

The bill contains transition provisions designed to avoid serious dislocations 
in the States while they adjust to the new system of financing. Under these 
transition provisions the average Federal share of total expenditures would be 
60 percent in 1955, 55 percent in 1956, and approximately 50 percent in 1957. 
Furthermore, the bill would limit to 10 percent the decrease in any one year 
of a State’s total rehabilitation allotments which may result specifically from 
the change in the allotment formula. 

(2) Extension and Improvement Grants.—The second part of the proposed 
grant structure would be the extension and improvement grants to assist the 
States in meeting the costs of adding to and improving their vocational re- 
habilitation services. 

Allotments would be made on the basis of State population, with provision 
for a minimum State allotment of $5,000. As described yesterday, the Federal 
share would be 75 percent for the first 2 years of a new activity, 50 percent for 
the next 2 years and 25 percent for the last 2 years of the 6-year limitation 
for any one activity or project. 
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(3) Special Project Grants.—The third part of the proposed new grant struc- 
ture is special project grants, to assist States, localities and nonprofit organi- 
zations and agencies in meeting special rehabilitation needs and problems, 
These could include, for example, the conduct of demonstrations or research. 

Because of the nature of these project grants, there is no fixed allotment or 
matching formula prescribed in the bill with respect to them. Instead, appli- 
cation for such project grants would be submitted to the Secretary of Health, 
Education, and Welfare, with grant awards being made on the basis of the com- 
parative importance and immediacy of the various projects. 

For 1955 and 1956 the bill also provides authority under these special project 
grants for initiating the nationwide expansion of the vocational rehabilitation 
program proposed by the administration. 

Mr. Rockefeller will now present some additional charts which reflect the 
application of the new three-part grant system to the proposed expanded re- 
habilitation program. 


Chart O—HEW proposes—S types of grants 


S. 2759 would adopt the uniform grant structure proposed for 14 of the present 
grant-in-aid programs administered by the Department of Health, Education, 
and Welfare. It would authorize three types of grants: 

1. Support grants, to be allotted on the basis of financial need to the States. 

2. Extension and improvement grants, to be allotted on the basis of population 
of the States. 

3. Special projects, to be granted on the basis of special problems and op- 
portunities as they arise. 


Chart P—New allotment formula 


This chart summarizes the Department’s proposed new grant structure for 
14 grant-in-aid programs. In the left-hand vertical bar are all three of the 
proposed types of grants—support, extension and improvement, and special 
projects. At the right are the formulas for the first two types—the hospital 
survey and construction formula for the support grants and the population and 
special matching formula for the extension and improvement grants. 

The horizontal bar at the bottom represents the special project grants to be 
paid on the basis of approved projects. 

Congress would decide each year how much of the total appropriation would 
be available for each of the three types of grant-in-aid. 


Chart Q—Exrpanded rehabilitation program; estimated cost, 1955-59 (same as 
Chart K) 
The chart shows the dollar cost to which the new grant structure would be 
applied. The proposed three-part grant structure would be sufficiently flexible 
to meet the needs of the expanded program. 


Chart R—Expanded rehabilitation program; Federal and State shares, 1955-59 


This chart shows the distribution of projected total program costs between the 
States and Federal Government. 

A. Present Program.—The left side of the chart reflects the application of the 
Department’s proposed support grant formula to the present program. The 
method recommended is the Hill-Burton formula. There would be a minimum 
allotment to each State of $50,000. Provision is made for a transition period 
during which the States will have opportunity to make the necessary adjust- 
ments and no State would receive a reduction in its allotment greater than 10 
percent of that which it received for the previous year. It is expected that the 
Federal national percentage average will decrease to 60 percent for 1955; 55 
percent for 1956; and 50 percent for 1957 and thereafter. 

B. Expanded Program.—On the right side of the chart we see the Federal- 
State percentage for the expanded program. Here, too, we find a gradual re- 
duction in the Federal share. The proposal calls for use of special project grants 
in 1955 to increase the number of rehabilitated disabled persons by 10,000. In 
1956, a start would be made toward use of the extension and improvement grants. 
As a result the Federal share of the expanded program would drop to 90 percent 
in 1956. 

The emphasis in the fiscal year 1957, 1958, and 1959, would be on the use of 
the extension and improvement grants for continued program expansion. The 
Federal share would, therefore, decrease in the fiscal year 1957-59 in accord- 
ance with the matching requirements for extension and improvement grants 
contained in §. 2759. 
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Chart S—Vocational rehabilitation; Federal appropriation—fiscal year 1955 

This chart shows the budget request for the fiscal year 1955 in relation to the 
President’s proposal for an expanded program of vocational rehabilitation. 

The $19.2 million of Federal funds currently requested is based on the appro- 
priation act proviso limiting Federal reimbursement in the fiscal year 1955 to $1 
for each 75 cents contributed by the States. It means a reduction from the 
$23 million appropriated by the Congress for the fiscal year 1954. The appro- 
priations act language would have to be revised or S. 2759 (or another bill) 
enacted to remedy this situation. 

In his budget message to the Congress, the President recommended major 
expansion of the program and stated that a supplemental sum of $8.8 million 
would be requested to achieve this objective. This chart shows how the pro- 
posed supplemental appropriation would be used: $3.8 million would be used 
to maintain the current basic program at its present level, $23 million of Fed- 
eral support; $3.5 million would be used as “special project” grants to initiate 
a nationwide expansion of the program to rehabilitate 10,000 more disabled 
persons; $1 million would be used to increase the supply of trained personnel 
and rehabilitation teams and stimulate research; $500,000 would be used for 
departmental administration and permit increases in staff for carrying on the 
Oftice of Vocational Rehabilitation functions, particularly as they relate to new 
services and operations under the expanded program. 
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While the new three-part grant structure is the most significant aspect of the 
bill before you, the bill also contains many other desirable changes which would 
facilitate an expanded and modernized program. 


II, PROPOSED BROADENING OF THE SCOPE OF THE PROGRAM 


The bill would authorize Federal funds to be expended for certain important 
purposes which have heretofore not been authorized by the law, but which are 
essential to a well-rounded rehabilitation program. These include: 

Personnel training, to help relieve the present extremely acute shortages of 
doctors specializing in rehabilitation, physical therapists, occupational therapists, 
and rehabilitation counselors, as well as psychologists and social workers skilled 
in rehibilitation. 

Research and demonstration, to improve rehabilitation techniques and to dis- 
seminate knowledge concerning such techniques. 

Expansion of special facilities by the States, such as community workshops, 
speech and hearing clinics, and the like, including the initial staffing of such 
facilities. 


III, PROVISIONS FOR INCREASED STATE AND LOCAL RESPONSIBILITY 


Another set of provisions in the bill would have the general effect of increasing 
State and local responsibility and flexibility in the administration of the program, 
with a corresponding reduction in Federal controls. These provisions are as 
follows: 

1. Opportunity for community or county administration of the program under 
State supervision, rather than requiring all administration to be at the State 
level. 

2. Opportunity for the States to create independent rehabilitation agencies, 
not under the State boards of vocational education. 

8. Opportunity for separate State plans for the State agencies for the blind. 

4. Assignment to the States of responsibility for establishing certain stand- 
ards relating to facilities and personnel; priorities among applicants for serv- 
ices; and cooperative arrangements with other related agencies, such as public 
assistance agencies and employment offices. 

5. Elimination of the present requirement of Federal approval of fee sched- 
ules for medical services, hospitalization, training, and prosthetic appliances, as 
well as of rates of compensation for State agency personnel. 


IV. SUGGESTED AMENDMENTS 


We wish to recommend for the committee’s consideration three amendments 
to 8. 2759: 

First, a judicial review provision similar to the one recommended yesterday 
for the public health grant-in-aid bill, S. 2778. 

Second, a provision to define the District of Columbia as a State and to trans- 
fer the District’s rehabilitation program from the Department of Health, Edu- 
cation, and Welfare to the government of the District of Columbia. 

Third, a provision to amend the Randolph-Sheppard Act so as to increase 
employment opportunities for the blind under the vending stand program. The 
proposed amendments would— 

Make the act applicable to all Federal property, instead of buildings only ; 

Provide that licensed blind persons be given preference in the operation 
of vending stands on Federal property ; and 

Provide that Federal cusodial agencies establish regulations to assure 
that the preference is actually put into effect. 


SUMMARY AND CONCLUSIONS 


Before concluding this statement, Mr. Chairman, I should like to call to the 
attention of the committee two other administration proposals which bear 
directly on the rehabilitation program. The first is the proposed amendment to 
the Hospital Survey and Construction Act to authorize financial aid for the 
construction of comprehensive rehabilitation facilities. The second is the pro- 
posal which would preserve the benefit rights, under the old-age and survivors 
insurance system, of persons who become totally disabled. This second pro- 
posal, which provides for the use of State rehabilitation agencies to perform 
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the medical evaluation functions for the Bureau of Old-Age and Survivors In- 
surance, would result in the referral of thousands of disabled workers annually 
to the State rehabilitation agencies. These two related proposals would com- 
plement the bill before you today so as to provide a well-rounded national plan 
for the improvement of rehabilitation opportunities. 

To summarize: S. 2759 would establish the legal and financial framework 
within which to achieve the administration’s goal of rehabilitating 200,000 dis- 
abled persons annually by 1959. It would initiate a constructive program for 
restoring thousands more of our fellow citizens to positions of independence 
and self-respect. It is a bill which combines a recognition of human needs with 
the promotion of the economic interests of the Federal, State and local govern- 
ments. We urge that you give the bill your favorable consideration. 

Senator Purret.. I would like to ask you, Mrs. Secretary, while we 
have the opportunity here, or perhaps you would prefer to have Mr. 
Rockefeller or another one of your associates tell us a little bit more 
about the projects that are contemplated under the extension and im- 
provement section of the bill. We have had several questions asked 
about that and I feel we would like to have a little information about 
that. 

Secretary Hoppy. Mr. Chairman, may Mr. Dabelstein from the 
Office of Vocational Rehabilitation tell you ? 

Senator Purrert. We will be very happy to have Mr. Dabelstein 
explain that. 

Mr. Dapetstern. Mrs. Secretary and Mr. Chairman. Some of the 
examples of extension and improvement projects contemplated, are 
along the following lines: In a number of instances the States have 
wanted to do more for public-assistance recipients. One type of 
extension and improvement grant might be made to help the States 
set up a special procedure for analyzing the public-assistance rolls, to 
try to identify those who could be rehabilitated. 

Another illustration of an extension and improvement project would 
be setting up a special procedure for the rehabilitation of persons with 
epilepsy. As you know, treatment in this field is of relatively recent 
origin. Through drug therapy it is now possible to control seizures 
for about 80 percent among this group. It may be a particular 
facility to provide a good diagnostic and neurological workup, deter- 
mining the type of drug therapy that was needed to control that 
individual’s seizures, and then providing a program of training in the 
regular system. 

Perhaps one other project might illustrate the point. In the State 
of Wyoming at the present time they have three local offices. In the 
southern part of the State, one is at Cheyenne and one at the other side 
of the State at Rock Springs. But, as you recall, the mountain range 
goes up the center of Wyoming. They have only one office in the 
northern area, so that that person has to cut across the mountains to 
serve people on the other side. It may be the establishment of another 
local office on the other side of the mountains so that the State agency 
could bring services to more of the people who might need it. 

I think that gives you an idea, Mr. Chairman. 

Senator Purreti. We thank you very much. 

Have you any questions, Senator Lehman? 

Senator Leuman. No, I have not. 

May the record show that Senator Hill, whose interest in vocational 
rehabilitation is well known, is of necessity in attendance at another 
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committee hearing. Therefore, it prevented him from being here. 
But he would like the Secretary to be assured that he will review her 
testimony most carefully. 

Senator Purretn. I am very happy that you had that entered in 
the record. It was my intention to do that before we completed the 
hearings. Certainly we missed Senator Hill, who has a vast knowl- 
edge of this whole field and is most helpful to us. 

Senator Cooper ¢ 

Senator Coorrr. I have no questions. 

Senator Purreti. Then may I thank you, Mrs. Secretary, and your 
associates, for helping us as you have this morning. We have no 
other witness to appear, so that this committee will stand in recess 
until Monday, April 5, 1954, at which time we will again take up this 
vocational rehabilitation program. 

Secretary Hogsy. Thank you, sir. 

(Whereupon, at 11:05 a. m. the committee adjourned until Monday, 
April 5, 1954, at 10 a. m.) 
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MONDAY, APRIL 5, 1954 


Untrep States SENATE, 
CoMMITTEE ON LABOR AND Pusiic WELFARE, 
SuscoMMITTre ON Heatra, 
Washington, D. C. 

The subcommittee met at 10 a. m., pursuant to recess, in room P-63, 
Capitol, Senator William A. Purtell, chairman of the subcommittee, 
presiding. 

Present: Senators Purtell (chairman of the subcommittee), Gold- 
water, and Hill. 

Also present: Roy E. James, staff director; Melvin W. Sneed and 
William G. Reidy, professional staff members. 

Senator Purretu. Our hearing is on the vocational rehabilitation 
recommendations of the President, and our first witness is Mr. E. B. 
Whitten, executive director of the National Rehabilitation Associa- 
tion. You have a prepared statement, and do you wish that incorpo- 
rated in the record and then make a summary, or is it your desire to 
read the complete statement? It is rather lengthy, but if you wish 
to read it, you may. 


STATEMENT OF E. B. WHITTEN, EXECUTIVE DIRECTOR, NATIONAL 
REHABILITATION ASSOCIATION 


Mr. Wuirten. No, Mr. Chairman; I would prefer that the statement 
be filed for the record, and I shall speak from some notes and try to 
conform to the time limit that has been given. 

Senator Purre.. It is so ordered. 

(The written statement of Mr. E. B. Whitten is as follows :) 


STATEMENT OF E. B. WHITTEN, Executive Director, NATIONAL REHABILITATION 
ASSOCIATION 


The National Rehabilitation Association is a private, nonprofit corporation 
organized in 1925 to promote the rehabilitation of the handicapped and the 
professional advancement of rehabilitation workers. It has been in active 
existence continuously since that time and has grown from an organization of 
less than 100 individuals to its present membership of over 14,000. The National 
Rehabilitation Association was the chief sponsor of the Barden-LaFollette 
amendments to the Vocational Rehabilitation Act, which was passed in 1943, 
and for several years has been urging State and Federal legislation to make 
the rehabilitation efforts of private and governmental agencies more effective. 
The 14,000 members of the association are almost equally divided between pro- 
fessionals in the field, that is, rehabilitation counselors, therapists, physicians, 
ete., and lay people who recognize the human and economic values of rehabili- 
tation and seek to promote them through membership in the association. Its 
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interests is in all of the disabled and in all areas of the rehabilitation process. 
The National Rehabilitation Association is the publisher of the Journal of 
Rehabilitation with a circulation of over 16,000, 


SCOPE OF THE REHABILITATION PROBLEM 


For a number of years, the Office of Vocational Rehabilitation stated that 7 
of each 1,000 of the general population suffered disability to the extent that 
rehabilitation services were needed. More recent estimates indicate that this 
figure was much too low Studies of the incidents of disability that this com- 
mittee will be interested in include the 1949 survey of disability conducted by 
the Office of Vocational Rehabilitation with the aid of the Census Bureau, and 
the 1936 National Health Survey. Several other valuable studies are included 
in volume 3 of A Report to the President by the President’s Committee on the 
Health Needs of the Nation. 

When considered collectively, these studies indicate that about 2 million 
adults are disabled to the extent that they need rehabilitation services of some 
kind and that about 300,000 are so badly disabled that sheltered working condi- 
tions are needed for them. They also indicate that about 250,000 people are 
added anually to this total by accident and disease. Since the numbers needing 
rehabilitations services are so much greater than can be helped by present per- 
sonnel and facilities in public and private rehabilitation agencies, it is little 
wonder that the exact number of the severely disabled is a rather academic 
question to many who work in this field. 


PRESENT STATUS OF REHABILITATION 


At present, the efforts of the State-Federal rehabilitation program are resulting 
in the rehabilitation of 65,000 persons annually. This number would not be pos- 
sible without the assistance of personnel and funds from private sources. In 
addition, a sizable number of individuals are rehabilitated by private rehabili- 
tation agencies without getting on the public rehabilitation rolls. The number 
of such individuals is impossible to ascertain but it is probably not over 35,000 
annually. It is safe to assume that from all sources not much over 100,000 
persons are being rehabilitated annually of the 250,000 who become disabled. 
The remaining 150,000 are either relegated to the human scrap heap completely 
or they are performing in menial capacities at far less than their potential. 

Present rehabilitation efforts are not evenly distributed with respect to the 
variety of disabilities suffered by the handicapped. For instance, considerable 
progress has been made in the rehabilitation of the amputee, the blind, and the 
deaf, but the rehabilitation of the mentally retarded, the mentally ill, the epilep- 
tics, the cerebral palsied, etc., is almost in its infancy. The number of persons 
with these disabilities rehabilitated each year, when considered in the light of 
the number of persons possessing such disabilities, is significant proof of this 
fact. We might add that to our knowledge there is no one particular type of 
disabled individuals which is receiving completely adequate rehabilitation 
services. 

In recent years, much knowledge has been gained with respect to the methods 
and techniques for rehabilitating many of the handicapped who were once con- 
sidered not feasib!e for rehabilitation. The pioneering work of such institutions 
re the Tnetitute for the Cripnled and Disabled and the Institute of Physical 
Medicine and Rehabilitation, both in New York City, the Woodrow Wilson Re- 
habilitation Center of Fisherville, Va., and others have been notable in this 
respect. 

Almost always, services in such institutions is expensive. It is not unusual 
that several thousand dollars be spent on one case. With funds of public and 
private rehabilitation agencies extremely limited, many individuals are not being 
sent to such centers who could profit from the many services that are available. 
This situation, in turn, makes communities very cautious about establishing 
such facilities, although they know handicapped people needing such services 
are available. 

Neither Congress nor the States, apparently have realistically considered how 
rehabilitation for all of the severely handicapped can be financed. It is signifi- 
cant that a number of our largest and most effective rehabilitation centers could 
not have been established or at least could not have reached their present state 
of development without the revenue from the United Mine Workers Welfare and 
Retirement Fund, which had the money to rehabilitate crippled miners and has 
not hesitated to use it. 
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HISTORY OF THE STATE-FEDERAL REHABILITATION PROGRAM 


Efforts of the Federal Government to rehabilitate handicapped civilians began 
with the passage of the Vocational Rehabilitation Act in 1920. Before that time, 
a few States had demonstrated the possibilities of vocational rehabilitation. 
The act of 1920 was inspired by the Veterans’ Administration Act which had 
been passed in 1918. Services, at first, were limited to individuals injured in 
industry. The program continued from 1920 to 1943 with meager appropriations, 
limiting its services principally to vocational training and counseling services. 
The Barden-LaFollette amendments of 1943 broadened the scope of services and 
enabled the program to expand rapidly during the war years and immediately 
after. In order to make a handicapped person employable, a rehabilitation 
agency may now make available medical and psychological diagnosis, hospitali- 
zation and surgery, training supplies, placement equipment, and counseling serv- 
ices throughout the rehabilitation process. Approximately 1,500 professional 
workers now serve 200,000 persons annually, rehabilitating 65,000 each year. 
Reports from the Office of Vocational Rehabilitation, which will undoubtedly 
be made available to this committee, will indicate how the State-Federal program 
has grown in the number of persons rehabilitated and in the type and variety 
of services offered. Such reports also show the source from which cases are 
referred to the State agencies, the types of disabilities that are served and in 
what numbers, and the types of jobs into which these people are rehabilitated. 
Most significant, we think, is that these figures indicate that the philosophy of 
the State agencies is to serve all types of the handicapped, so far as their person- 
nel and facilities will permit, and that each year shows a higher percentage than 
the year before of the number of cases which could be considered most severely 
handicapped, 


RESPONSIBILITY OF THE FEDERAL GOVERNMENT FOR REHABILITATION 


The Federal Government has long been concerned with the problem of dis- 
ability in the country, but up to date most of its expenditures have been in public 
assistance for the handicapped rather than in rehabilitation. For instance, 
the Federal Government is participating in $140 million being paid annually to 
140,000 disabled breadwinners of 370,000 dependent children; it is participating 
in the payment of $92 million to 159,000 permanently and totally disabled adults; 
it is contributing $63 million being paid to 98,000 needy blind. It is estimated 
that without something substantial being done to rehabilitate the persons who 
might be classified as “permanently and totally disabled” under this new category 
of public assistance that total expenditures may reach $300 million or $400 
million annually. The greatest amount that the Federal Government has ever 
appropriated for rehabilitation of the handicapped is $23 million which has 
been made available for the 1953-54 fiscal year. Inasmuch as the values of 
rehabilitation in increasing the available manpower and production and in 
reducing dependency are well known, it seems axiomatic that the Federal 
Government does have a concern for the rehabilitation of the handicapped people 
of this Nation. It also appears that it has a responsibility to do more in the 
future to assist in the rehabilitation of the handicapped people than it has 
done in the past. Any other course would seem to be very shortsighted at this 
time. 


STATE-FEDERAL PROGRAM OF REHABILITATION MUST BE MAINTAINED 


Continued progress in the rehabilitation of the handicapped, in our judgment, 
depends upon the following factors: 

1. The State-Federal program of rehabilitation must be maintained and 
strengthened. Almost everyone intimately acquainted with the work of the 
State agencies recognizes that they are doing a good job with what they have 
to work with, but few of them are staffed and financed to do anywhere near 
what is expected of them. Since it is unrealistic to assume that the private 
rehabilitation agencies are going to be able to handle the burdens of rehabilita- 
tion by themselvs, and since it appears that the demand for rehabilitation 
services is going to increase rather than decrease, it appears inevitable that 
the State-Federal program of rehabilitation must remain the heart of the 
Nation’s effort to rehabilitate the handicapped. The State-Federal program 
carries rehabilitation into every crossroads in the country. In many areas, 
in whole States, in fact, the rehabilitation counselor of the State-Federal pro- 
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gram is the case finder, counselor, psychologist, and placement agent. His 
knowledge of people and facilities enables him to do well an almost unbelievably 
difficult job. If rehabilitation is to move forward as we all hope it will, there 
must be more well-trained rehabilitation counselors and they must be given the 
tools to enable them to work more effectively. 

In bills sponsored by the National Rehabilitation Association and now before 
this committee, we are making some suggestions with respect to amendments to 
the present State-Federal rehabilitation program which will remove certain 
restrictions that we believe serve to retard the progress of rehabilitation. They 
are in substantial agreement with similar proposals found in 8. 2759. The 
problem is, however, fundamentally, one of money, and, of course, the personnel 
and services that money can make available. 

Another reason that we feel that the Federal Government can afford to be 
liberal in financing vocational rehabilitation is that it is a pioneer program in so 
many respects. Although there has been a rehabilitation program since 1920, 
it is only in recent year that the potentialities for many of the severely handi- 
capped have been realized. Important as the dividends of the present program 
may be, they are small, indeed, in comparison with the possibilities. For instance, 
the No. 1 problem of disability in this country is mental illness. It affects more 
people and costs taxpayers more money than any other disability. Medical 
science is making wonderful strides in curing mental illness. Mental health 
authorities agree that rehabilitation following definitive treatment is a must, if 
most desirable results are to be obtained. Yet, the rehabilitation of this group 
isinitsinfancy. Some States are hardly touching it at all. The Federal Govern- 
ment could profitably spend $10 million per year, matched or unmatched by the 
States, to encourage a determined effort to rehabilitate the mentally ill. The 
same might be said for other large groups that are hardly affected by rehabili- 
tation as yet. 

In our judgment, it will be many years before the Federal Government can 
assume that it has done its part to promote rehabilitation and consider a stabiliza- 
tion of the program. 


REHARILITATION CENTERS 


2. In the second place, progress in rehabilitation will, to a considerable extent, 
depend upon the availability of rehabilitation facilities wherein the severely 
handicapped may be rehabilitated. The rehabilitation center is such an 
institution. 

Reduced to its simplest terms, a rehabilitation center is a place where the 
various members of the rehabilitation team, physician, therapist, counselor, social 
worker, appliance fitter, etc., can cooperate in the practice of their special skills 
in the rehabilitation of the handicapped. All of us can remember when the 
fitting of an artificial limb, a relatively simple procedure in a rehabilitation 
center was a matter of great difficulty. The poor amputee was pushed from 
counselor, to physician, to limbmaker, until he was dizzy. If the limb didn’t fit, 
the limbmaker blamed it on the physician for not having the stump in good 
condition, the physician was likely to blame the situation upon the limbmaker 
and the amputee was lost in the shuffle. As a result, surveys of the use of 
artificial limbs revealed that a high percentage of them were not being used at 
all. This team approach to the rehabilitation of the amputee has cleared up this 
problem to a great degree. Some types of the severely handicapped, the 
paraplegics for instance, need the services of the rehabilitation center even worse 
than the amputees, if this is conceivable. 

The Federal Government has already demonstrated its interest in helping 
States to finance a hospital-construction program. It is not too much to expect 
that the Federal Government should now concern itself with assisting the States 
in the establishment of rehabilitation centers which can do so much to assist in 
the rehabilitation of the 2 million severely handicapped people of this country. 


SHELTERED WORKSHOPS 


3. In the third place, the expansion of workshop facilities for the severely 
handicapped will be of great assistance in assuring forward progress in rehabili- 
tation. 

Despite the progress in rehabilitation, there remain many people, 300,000 it has 
been estimated, who are too severely disabled to be placed in competitive employ- 
ment. With respect to these people, this question must be-answered. Shall they 
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be left idle and helpless in their homes or in tax-supported institutions, or shall 
they be given the opportunity to work to whatever degree they are able? From 
the standpoint of economics, the rehabilitation of this group is not as profitable as 
the rehabilitation of those who can take their place in competitive employment. 
They do not earn as much. They do not pay as much in taxes. The sheltered 
shops which we are suggesting for such individuals are not moneymaking in- 
stitutions, in fact, they may lose considerable sums at times. It is usually neces- 
sary to have some sponsoring agency in the community which is willing to take 
the responsibility for such deficits as may exist. 

On the other side of the picture, a considerable number of people who are em- 
ployed in sheltered workshops develop to the extent that they can move out to 
other employment. 

The human values are self-evident. We cannot allow human beings to be cast 
aside just because they cannot produce at normal rates. The respect we have for 
human dignity in this country demands that we give every citizen an opportunity 
to do his best. 

Incidentally, in the management of sheltered workshops, care must be exercised 
to see that they do not become filled with people who could make a living 
elsewhere. Careful planning and firm administration are necessary to prevent 
such a situation from arising. 


PERSONNEL FOR REHABILITATION 


4. Fourth, it is axiomatic that rehabilitation work cannot be done unless there 
are people to do the work. At the present time, there is a great shortage of 
personnel in practically all professional areas of rehabilitation. Rehabilitation is 
unique in that there is no one profession whose members are trained to do a 
complete rehabilitation job. The successful rehabilitation of the severely handi- 
capped depends upon the combined efforts of the physician, the physical therapist, 
occupational therapist, nurse, vocational counselor, and numbers of other pro- 
fessional people with equally specialized skills. In practically all of these areas, 
there are serious shortages. In any program designed to advance rehabilitation 
in the immediate future, provision must be made for recruiting and training 
professional workers. 


RESTRICTIONS IN PRESENT VOCATIONAL REHABILITATION ACT 


5. Fifth, there are certain restrictions which should be removed from the 
Vocational Rehabilitation Act in order to allow the State agencies to do a more 
complete job of rehabilitating the handicapped of the various States. For in- 
stance, an arbitrary limitation of 90 days hospitalization for any one disability 
mitigates against the rehabilitation of the severely handicapped who may require 
a longer period of hospitalization. The removal of this restrictive language 
would in no way endanger the basic operation of the program and would un- 
doubtedly enable many of the severely handicapped persons now being denied 
service an opportunity to be rehabilitated. 

The present law has also been interpreted so as to mean that Federal funds 
cannot be used to reimburse State agencies for personal services in connection 
with the management and supervision of homebound or other small-business 
enterprises. Neither can Federal funds be used to stock inventory for such 
business enterprises. A clear-cut statement in the law authorizing the agencies 
to render such services would be extremely helpful. 


PRINCIPLES THAT SHOULD GOVERN FEDERAL PARTICIPATION IN A PROGRAM OF 
VOCATIONAL-REHABILITATION CENTERS AND SHELTERED WORKSHOPS 


In our judgment, the following principles should prevail in a program of 
Federal assistance to the States for the purpose of establishing rehabilitation 
centers and sheltered workshops. 

1. Federal financial participation should be based upon the needs of the States 
for assistance. We recommended the formula used to distribute funds under 
the Hill-Burton Construction Act. 

2. Funds should be available to State governmental units and to private non- 
profit corporations. 

3. Preference for services in rehabilitation centers and workshops establish- 
ed with Federal assistance should be given to persons referred by the vocational- 
rehabilitation divisions, crippled-children services, workmen’s compensation com- 
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missions, public-welfare departments, and other State and federally supported 
organizations in the rehabilitation field. 
4. Rehabilitation centers should be defined in such a way as to insure that 
funds will go to centers offering well-rounded programs of rehabilitation services. 
5. The Secretary of the Department of Health, Education, and Welfare should 
have authority to set up regulations to assure provision of services in accordance 
with professional and business standards. 


ADMINISTRATION OF REHABILITATION ON FEDERAL LEVEL 


At various times the question arises as to how vocational rehabilitation shall 
be administered on a Federal level. The viewpoint of the National Rehabilitation 
Association is that the Office of Vocational Rehabilitation should continue to 
administer the Federal end of the State-Federal program and that this office 
shall continue to be in the Department of Health, Education, and Welfare, with 
its status improved by having it made legally a bureau in the Department. These 
recommendations are embodied in H. R. 5562, which is before the committee. 

The question of the administration of the Federal functions in vocational reha- 
bilitation has been raised a number of times and always with the same results. 
The first important study along this line was made by the Kelley committee to 
investigate aid to the physically handicapped in 1946. The report of this com- 
mittee included a recommendation that OVR remain in the Federal Security 
Agency and serve as a base for an expanded program for services to the handi- 
capped. The report of the Hoover Commission also stated that the functions 
of rehabilitation should continue to be administered in this agency. A number 
of times, the Bureau of the Budget has studied this question and has never yet 
seen fit to recommend any change. The most thorough recent exploration this 
matter has received was before the Senate Committee on Public Welfare in 
1950. Following these hearings, the committee reported unanimously and the 
Senate passed, also unanimously a bill containing substantially the administra- 
tive provisions that we are recommending today; that is, that OVR remain in 
the Department of Health, Education, and Welfare, and that it be given 
bureau status. 

We fear the controversy over jurisdiction of the program on the Federal level 
has prevented the passage of legislation which would improved the rehabilitation 
of the handicapped. We sincerely hope that this will not be allowed to interfer 
again this year. 


ADMINISTRATION AT STATE LEVEL 


Present laws require that State boards for vocational education be the admin- 
istering agencies in the States, except where a State agency for the blind has 
legal authority to rehabilitate the blind, in which case this agency shall be the 
rehabilitation agency for the blind. We notice that S. 2759 provides that the 
agency for administering rehabilitation in the State shall be either the State 
board for vocational education or a State rehabilitation agency (primarily con- 
cerned with rehabilitation). The National Rehabilitation Association feels that 
administration of the program in the States can be opened up to this degree 
without jeopardizing the stability of rehabilitation programs. 

There are Many reasons why State boards for vocational education have been 
considered the logical authorities to administer rehabilitation. In the first place, 
they have the experience of administering the program since their inception in 
1920. In the second place, State boards for vocational education, which are 
sometimes the same as State boards of education, are highly respected bodies 
in all of the States, carrying great prestige. Third, State boards for vocational 
education are less likely to be hindered by political interference than most other 
departments of State government. State rehabilitation agencies have a right 
to be concerned, we believe, what might happen if the administration of the pro- 
gram in the States is thrown wide open. Controversies such as have existed 
on the Federal level for several years over the administration of vocational 
rehabilitation could easily follow on a State level. On the other hand, NRA feels 
that if any State is so much concerned with the progress of rehabilitation that 
it wants to set up an independent agency to administer the program, that the 
State should be allowed to do this. 

Having set forth in the preceding parts of this testimony an outline of the 
history and scope of rehabilitation programs in this country and having stated 
some principles upon which we believe that sound growth can proceed, we shall 
now undertake to refer specifically to bills which are before this committee for 
consideration. 
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AMENDMENTS TO HOSPITAL SURVEY AND CONSTRUCTION ACT (8S. 2758) 


S. 2758 would amend the Hospital Survey and Construction Act to make Fed- 
eral aid available to the States to assist in the establishment of treatment and 
diagnostic centers, chronic-illness hospitals, rehabilitation facilities, and nursing 
homes. We wish to comment on this bill as it relates to rehabilitation facilities. 
Since 1949, the National Rehabilitation Association has been sponsoring legisla- 
tion which would make Federal assistance to the States for the establishment 
of rehabilitation centers possible. 

The purposes of S. 2758 appear identical with the purposes of the National 
Rehabilitation Association sponsored bill S. 2437. Accordingly, we are support- 
ing S. 2758, but would like to make a few comments with respect to certain phases 
of the bill which we think to be extremely important. 

In the House of Representatives, we notice that an effort was made to throw 
together in 1 fund appropriations for the 4 types of facilities envisaged in this 
bill. We insist strongly that funds be earmarked for rehabilitation facilities. If 
this is not done, we fear that the pressure for other types of facilities may result 
in the neglect of this very important area of unmet need. If, after the categorical 
approach has been tried for a few years, reasons develop for combining 2 or more 
of the funds into 1, consideration can be given to this at that time. In the second 
place, we approve heartily the amendment which was added in the House of 
Representatives which allows 1 State to assign its allotment of funds to another 
for the purpose of establishing a facility to serve the handicapped of more than 
1 State. Certain types of rehabilitation facilities, particularly the more compre- 
hensive type, may not be needed in everyone of the States. The assignment by 
one State of its allotment to another should facilitate the establishment of re- 
gional facilities. Third, we want to emphasize the importance of maintaining in 
this piece of legislation the definition of rehabilitation facilities which encom- 
passes both vocational and medical aspects of rehabilitation. In our judgment, 
the definition of the rehabilitation facility found in S. 2758 is satisfactory. Sev- 
eral times while hearings were being conducted specifically on S. 2758, the ques- 
tion was asked as to whether rehabilitation centers could not be built under the 
Hospital Survey and Construction Act as it is now written. Such queries seem to 
question the necessity for additional legislation. It is undoubtedly true that a 
certain type of rehabilitation center could be built under the present statute. 
This would be a center which is a part of a hospital, as a hospital is defined in the 
Hill-Burton Act. It is significant that some of our finest rehabilitation centers 
in the country could never have been built under this definition. Notable among 
these are: The Institute for the Crippled and Disabled in New York City, which 
is not a part of a hospital and which carries on a broad program of vocational 
training along with medical services ; the Woodrow Wilson Rehabilitation Center 
at Fisherville, Va., which was built in connection with a large vocational-training 
school, and where physical medicine facilities were brought to the vocational- 
training school, rather than vocational-training facilities being brought to the 
hospital; and the Okmulgee Rehabilitation Center at Okmulgee, Okla., established 
by Oklahoma A and M College in connection with a huge vocational school. 
Again, physical medicine facilities were brought to the vocational school. All 
such centers, of course, have staff connections with medical institutions. 

It is also important to point out that in communities having several hospitals, 
not all of them could afford to have rehabilitation centers, even if they could be 
built under the definition of a hospital. Rather than to have several competing 
rehabilitation centers, it will be preferable in many instances that 1 comprehen- 
sive rehabilitation center be built in the community, probably not connected ad- 
ministratively with any hospital, but having staff service from 1 or more hospi- 
tals; and this rehabilitation center could then serve patients coming from all of 
the hospitals in the community. 

It is significant, I think, that even with the great need for comprehensive re- 
habilitation facilities which has been evident for several years, not a single such 
facility has been established under the present act, although some departments of 
physical medicine may have been included in teaching hospitals built under it. 

One other comment I would like to make, that is, that $10 million a year is very 
little money to distribute among 48 States for the purpose of establishing rehabil- 
itation facilities. With this allotment base, Connecticut's yearly apportionment 
would be $73,000, New York, with one of the highest allotments, would have 
about $450,000 a year, while many of the smaller States would fall in the $50,000 
minimum allotment class. 
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AMENTMENTS TO VOCATIONAL REHABILITATION ACT (S. 2759) 


This act would replace the present Vocational Rehabilitation Act. The posi- 
tion of the association is one of general support of this bill. Inasmuch as space 
will not permit comment on all sections of the bill, it is to be assumed that those 
not referred to are approved by the association. 


THREE TYPES OF GRANTS 


The bill provides for three types of Federal grants to the States: A fund 
for the support of the basic rehabilitation program called “rehabilitation 
services,” a fund for “improvement and extension” projects, and a third fund 
for “special projects.” The association believes that much good can come from 
having an “improvement and extention’ fund to inspire States to enter into 
areas of rehabilitation in which they are not now serving, and also for the 
purpose of inspiring them to increase as rapidly as possible their basic rehabili- 
tation programs. We shall make some comments about the details of this 
section later in this statement. 

We also consider it desirable that the Secretary have funds available to assist 
in financing special projects which have unique promise of developing rehabili- 
tation as a whole. Again, we feel that the bill is very vague with respect to 
the definition of such projects and that it would be desirable that further 
clarification be included in this bill. We also think it desirable that the bill 
should require that the Secretary of the Department of Health, Education, and 
Welfare consult with the State rehabilitation agencies before any funds are 
made available for “special projects” within any given State. 


ADMINISTRATION IN THE STATES 


At the present time the Vocational Rehabilitation Act requires that State 
plans provide that the State board for vocational education be the sole agency 
to administer, supervise, and control the State plan, except that a State agency 
for the blind, having legal authority to rehabilitate the blind, may be designated 
as the rehabilitation agency for the blind in that State. 

The association is supporting the objectives of section 5 (a) (1) of S. 2759 
which (1) allow 2 State plans in States having 2 rehabilitation agencies; (2) 
requires State plans to designate the State board for vocational education or 
a State rehabilitation agency (primarily concerned with vocational rehabili- 
tation) as the sole State agency to administer or supervise the administration 
of the State plan (except for agencies serving the blind). It is somewhat 
concerned, however, that the term “to administer or supervise” has been sub- 
stituted for the term “administer, supervise, and control,” found in the present 
act. The reason given for this change is that this language will enable the 
State board to supervise the administration of local rehabilitation projects. 
Although we approve the purpose stated, we fear that the same language might 
be used as a justification for splitting up a rehabilitation program on a State 
level; that is, having the program administered by 2 or 3 different State agencies, 
with the State board for vocational education supervising such administration. 
For that reason, we shall submit to the committee language which we feel will 
accomplish the purposes stated for this section, but would not have the possi- 
bilities of being interpreted in such a way that it would allow the breakdown 
of a State program. 


STUDIES, INVESTIGATIONS, ETC. 


The association approves heartily, the provisions of this bill which gives the 
Secretary the authority to make studies, investigations, demonstrations, and 
reports with respect to the abilities, appitudes and capabilities of handicapped 
individuals; the authority to cooperate and render technical assistance to the 
States; the authority to provide short-term training and instruction, including 
the establishment and maintenance of research fellowships and traineeships; 
and the authority to disseminate information as the results of such studies, 
investigations, and demonstrations. 

It does not seem to us, however, that this section goes far enough in attempt- 
ing to meet some of the personnel shortages in rehabilitation. For instance, no 
provision is made for assistance for training of personnel, other than what is 
called “short-term training and instruction in technical matters.” It seems to 
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us that authority also should be given to provide scholarships, without reference 
to the length of training, to persons willing to take training in some of the areas 
in which their skills will be badly needed. 


DEFINITION OF REHABILITATION SERVICES 


The association approves of provisions of this bill which broaden the mean- 
ing of vocational rehabilitation services to include necessary hospitalization 
without 90-day limitations now existing; tools, equipment, and initial stocks 
and supplies, books and training materials, any or all of which the States may 
retain legal title; the acquisition of vending stands and other initial stocks and 
supplies for use by the severely disabled persons in any type of business and the 
management and supervision of such homebound and other small business enter- 
prises; and the establishment of public or other nonprofit rehabilitation facili- 
ties. These amendments to the definition of rehabilitation services, are, in the 
main, almost identical to those which have been suggested by the National Reha- 
bilitation Association for several years. The association feels that the removal 
of these restrictions on rehabilitation services will enable the States to exercise 
more initiative in providing rehabilitation services and that the broadened defi- 
nition will result in more effective services to many of the severely handicapped. 


FINANCING EXTENSION AND IMPROVEMENT 


The association approves the provisions found in the bill for allotting ‘‘exten- 
sion and improvement” funds to the States on the basis of population. It recom- 
mends, however, that funds allotted to the States and which cannot be used in 
those States be available for re-allotment to States which have State money 
available over and above the amount necessary to earn their Federal allotments. 
It is inevitably true that some States will not be fully prepared to use “improve- 
ment and extension” funds available to them, however small such funds might 
be. To allow the re-allotment of such funds will enable other States to move their 
programs along further than they might be able to do otherwise. 


RANDOLPH-SHEPPARD ACT 


The Randolph-Sheppard Act, Public Law 732 of the 74th Congress, authorizes 
the operation of stands in Federal buildings by blind persons. Recently, there 
has been much confusion with respect to the rights of the blind to operate such 
vending stands. In a number of areas, competition has appeared to arise for 
the use of vending stand sites between the blind and Federal employees whose 
unions are insisting upon the rights of Federal employees to operate conces- 
sions for the benefit of their recreation and welfare funds. Even where the 
blind are operating vending stands, it has been ruled by some of the depart- 
ments that employee groups can place vending machines in these buildings in 
direct competition with the vending stands operated by the blind. It appears 
that it is going to be necessary to have legislation to clarify this situation. Two 
bills, H. R. 8530 and H. R. 6657 and the Department amendment to S. 2759 are 
all designed to accomplish this purpose. H. R. 8530 has the support of the 
National Rehabilitation Association, which maintains; (1) that building admin- 
istrators should be required to give preference to certified blind persons in grant- 
ing concessions; (2) that profits from vending stands in buildings should go 
to the operator of such concessions; and, (3) that the rights of licensed blind 
persons to operate such concessions should be extended to all Federal property; 
and, (4) that the State agency administering the program of rehabilitation for 
the blind should be the licensing agency for vending-stand operators. We think 
this committee can render a distinct service by considering these amendments 
to the Randolph-Sheppard Act along with the amendments to the Vocational 
Rehabilitation Act. Incidentally, H. R. 6657 and the Department’s amendment 
are both very similar to H. R. 8530 in most respects. 


FINANCING VOCATIONAL REHABILITATION 


Members of the committee are familiar with methods of financing the pro- 
posed expansion of vocational rehabilitation services, which I shall now sum- 
marize very briefly as a point of departure for this part of my own statement. 
Federal funds would be available for three purposes: For the basic support 
program, called rehabilitation services; for extension and improvement of the 
program ; and for special projects. 








366 PRESIDENT’S HEALTH RECOMMENDATIONS 


Money for special projects will be appropriated to the Secretary of the Depart- 
ment of Health, Education, and Welfare for paying part of the costs, without 
specific limitations, of projects undertaken by public and other nonprofit organi- 
zations and agencies which hold unique promise for making a substantial contri- 
bution to the solution of vocational rehabilitation problems common to all or 
part of the States. 

Funds for the extension and improvement projects will be allotted to the 
States on a population basis with the Federal Government paying 75 percent 
of the costs of such projects the first biennium ; 50 percent the second biennium ; 
and 25 percent the third biennium, which is as long as any one special project 
will be financed under this plan. Just what sort of projects would be approved 
under this part of the act is not clear. For instance, it is not clear whether a 
State which is now rehabilitating 500 persons a year and wants to rehabilitate 
1,000 persons a year could justify this sort of expansion as “extension and 
improvement.” _It seems fairly clear, to use another illustration, that a State 
which is now not engaged in the rehabilitation of the mentally ill could justify 
an extension and improvement project to enter into this new field. We think it 
extremely important that the law state clearly that the provision of general 
rehabilitation services to more people will be considered as extension and 
improvement. 

It seems to be the intention of the bill that “extension and improvement” funds 
could also be used for the construction of rehabilitation facilities. In this latter 
use of Federal funds, it is not clear just what items will be considered State 
expenditures for matching purposes. For example, if the State buys land and a 
building, is the purchase price to be considered a State expenditure for voca- 
tional rehabilitation for matching purposes? If a private nonprofit is subsidized, 
are its expenditures for capital improvement or initial staffing to be considered 
a State expenditure in determining the Federal share payable by the State? 
Will the expenditure of the private nonprofit in operating the facility and pro- 
viding vocational rehabilitation services be considered State expenditures under 
the State plan for Federal grant purposes? It seems to us that such questions 
should be answered in the act. 

The other purpose for which Federal funds will be available is for “rehabilita- 
tion services,” the basic rehabilitation program. This program is now financed 
under Public Law 113 of the 78th Congress, which provides that the Federal 
yovernment shall reimburse the States for 100 percent of expenditures for neces- 
sary administration, guidance and placement and 50 percent of expenditures for 
ease service. An average Federal share of nearly 70 percent was found neces- 
sary to finance the program on this basis, but this share has been reduced to 
about 65 percent as a result of Congress’ refusal to appropriate funds necessary 
to carry out the act as written. 

S. 2759 would discard this method of financing the basic program and sub- 
stitute for it allotments based upon population, heavily weighted by per capita 
income, and a Federal share based upon relative per capita income of the States. 
The Federal share would vary from 33.3 in the District of Columbia to 66.6 in 
Mississippi. 

This formula, although embodying many sound principles, does not seem appro- 
priate, without considerable revision, for financing an already existing program 
which is being financed presently on entirely different principles. 

Neither population or per capita income has entered into the allotments or 
Federal shares for vocational rehabilitation since the passage of Public Law 113 
in 1943, and per capita income never has. More important, the application of this 
formula to vocational rehabilitation at this time will, we fear, make impracti- 
cal the result the authors of 8. 2759 seemed to have in mind, which is to bring 
about the rapid increase in rehabilitation services, particularly in States where 
such programs are underdeveloped. Granting that an expanded program is 
needed in all of the States, we find that there is little, if any, relationship 
between the amount of rehabilitation services now available in the various States 
and the ability of the States to provide for themselves, as this is revealed by 
per capita income tables. For instance, the southeastern States, most of which 
would benefit to some degree under S. 2759, already have, when considered on a 
sectional basis, among the best developed programs in the Nation. Conversely, 
many States whose programs are underdeveloped when considered upon the basis 
of per capita expenditures for rehabilitation or other objective criteria, will lose 
heavily under this formula. 

Officials of the Department of Health, Education, and Welfare, in discussing 
the financing of rehabilitation under 8. 2759 tie the three rehabilitation funds 





ascent tite nmnaeetenteeememtimentnmintim nen art nearer ee Shee list Ag dilate ety » — 





a 





PRESIDENT’S HEALTH RECOMMENDATIONS 367 


into one package. We can understand their reasons for doing this, but feel 
that an analysis of what will happen to the basic support program under the 
variable grant formula is necessary for the committee to have a clear picture 
of the entire financing situation. This is true, because, while we are reason- 
ably certain that Congress will continue to appropriate funds for the basic 
support rehabilitation fund, we can be nowhere nearly so certain that additional 
funds will be made available for improvement and extension of the program 
and for special projects. Nor can we be sure how the States will accept the 
extension and improvement features of the bill. Accordingly, it is extremely 
important how the basic support program would fare under the proposed 
legislation, after the period of transition from one method of financing to the 
other is over. In order to show as clearly as possible what the effects of the 
variable grant formula would be on an individual State operation, as they 
relate to the basic program, we have prepared a table which shows just how 
the various States would fare in 1957 with an appropriation of $23 million, the 
amount that is being appropriated for 1954. 

You will notice from this table that $13,898,000 of State funds is now earning 
$23 million of Federal funds. Under 8. 2759, $21,198,000 of State funds will 
be necessary to earn $23 million of Federal funds. You will note that the 
average Federal share of this fund in 1957 will be 52 percent. Now, in order 
to show how this method of financing will affect individual States, let us con- 
sider a high per capita income State, a middle per capita income State, and 
a low per capita income State. For the high income State let us consider 
Connecticut. At the present time $160,000 of State funds is earning $279,000 
of Federal funds. In 1957, under 8. 2759, $288,000 of State funds will be neces- 
sary to earn $197,000 of Federal funds, the maximum allotment to the State, 
assuming a $23 million appropriation. 

Now let us consider Mississippi which is at the lower end of the per capita 
income table. At the present time, $231,000 of State funds is required to earn 
$383,000 of Federal funds. Under 8S. 2759, $333,000 of State funds will be neces- 
sary to earn $664,000 Federal funds. 

For the middle State, let us take Wisconsin. At the present time, $280,000 
of State funds is required to earn $550,000 of Federal funds. Under S. 2759, 
$471,000 will be required to earn $469,000 of Federal funds, the maximum 
allotment with the $23 million appropriation. It seems to me that a considera- 
tion of what would happen to these 3 States is sufficient to indicate the gravity 
of the situation, should this variable grant formula be applied, without revision, 
to the basic support rehabilitation program. 

From this table, it is seen that 283 States will receive allotments less than 
their present grants and that 20 States will have their Federal shares reduced 
from an average of 65 percent to less than 50 percent. Although transfer pro- 
visions of the bill are designed to make the transfer from one system of 
financing to another somewhat easier than otherwise they would be, particu- 
larly during 1955 and 1956, it seems inevitable that the proposed system of 
financing the basic program would result in at least one-half of the States 
struggling desperately to secure enough State funds to replace Federal funds 
that will be lost, and that these States will have no opportunity whatever to 
benefit from extension and improvement funds which may be available. Some 
States will be unable to replace lost Federal funds, and in such cases there will 
be actually less rehabilitation instead of more. 

We agree with the authors of S. 2759 that rehabilitation services should be 
expanded and that larger investments of both State and Federal funds are 
justified. We agree, further, that changes need to be made in the method of 
financing the program. We feel, however, that any changes which are made, 
if the welfare of the handicapped is to be the principal factor to be considered, 
must protect investments of the States and the Federal Government in rehabili- 
tation, and that the best way to do this is to see that hardships from changing 
methods of financing are reduced to a minimum, 

One way to do this is outlined in S. 3039, introduced at our request by Senator 
Potter. This proposal is the result of several years of work by a committee of the 
States council, an organization of State directors of vocational rehabilitation 
serving as advisors to the Office of Vocational Rehabilitation. The principles 
contained in this bill were worked out with the help of the staff of the Office 
of Vocational Rehabilitation, although, I must add, it has never been given 
official endorsement of the Office of Vocational Rehabilitation, so far as I know. 

This bill provides that allotments to the States for the basic rehabilitation pro- 
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gram shall be in two parts: First, an amount equal to 100 percent of the admin- 
istration, guidance, and placement expenditures for 1953 and 50 percent of case 
service expenditures for the same year. If a State has less State money available 
than in 1953, it would receive proportionately less Federal funds. Second, 
Federal funds available in excess of the amount needed for the above purpose 
would be allotted on a population basis to States that have excess State funds 
beyond their expenditures of 1953. The Federal share of this latter fund would 
be 50 percent in all of the States. 

This plan has the advantage of absolutely maintaining rehabilitation programs 
in the States at their present levels, while encouraging their expansion on a 50-50 
basis. Incidentally, if the $120 million program visualized by the President 
should come about under this plan, the Federal share of a program at that 
level would be 54 percent. 

Another proposal which would accomplish similar purposes and which de- 
serves consideration is based upon the Administration’s proposed method of 
financing public assistance to the handicapped, as found in H. R. 7200. As this 
committee knows, public assistance programs for the needy blind and the totally 
and permanently disabled are both supported by the Federal Government on an 
open end basis, the only limitation on the use of Federal funds being a certain 
percentage of $55 per month multiplied by the number of persons being served. 
The Administration now proposes to apply the variable grant based upon popula- 
tion and per capita income and that the Federal matching percentage be an 
average 65 percent, with a 60 percent minimum. If the factors of population and 
per capita income are to enter into the allotment and distribution of Federal 
funds for vocational rehabilitation, it seems that this formula would be far more 
acceptable and would come much nearer accomplishing the objectives of the 
President than the formula which is now found in S. 2759. 

If the committee should decide that an overall limitation on Federal funds to 
be expended should be included in the bill, it might be done in one of several 
ways. 

1. The limitation could be a certain number of dollars multiplied by the num- 
ber of people receiving rehabilitation services, the number being rehabilitated, 
the estimated number of handicapped in the State, or a combination of these 
factors. 

2. The bill could state that allotments shall be made on the basis of certain 
specified sums of money: for instance, $30 milion in 1955-56, $35 million in 
1957-58, $40 million in 1959-60, ete. 

The advantage of this latter proposal is: 

1. That with the higher allotment base and higher Federal percentages, the 
existing programs would be maintained at approximately their present levels, 
and hence result in no reduction in the number of handicapped persons being 
rehabilitated in the States. 

2. Definite encouragement would be offered to States with underdeveloped 
programs to expand their programs. 

3. Financing of rehabilitation could be put on approximately the same basis 
as that of public assistance, and no longer could it be said that the Federal 
Government is more liberal with funds for assistance to the handicapped than 
it is for rehabilitation of the handicapped. And certainly no one would argue 
that Federal encouragement for programs of vocational rehabilitation is less 
essential to public good than encouragement to the States to provide adequate 
public-assistance grants to the disabled, who, at least, currently cannot be 
rehabiliated. 

In connection with the financing of the State-Federal program of vocational 
rehabilitation, we want to call the committee’s attention to the fact that restric- 
tive language placed in the 1954 labor appropriation bill, which if not repeated 
in the 1955 bill, or otherwise, will result in a crippling blow to vocational re- 
habilitation in the States. This restrictive language was placed in the bill on 
the floor of the House of Representatives at the time of final passage. It proe 
vides that beginning in 1955 the Federal share of vocational rehabilitation ex- 
penses shall not exceed $1 for every 75 cents expended by the States for the 
same purpose. This would result in reducing the Federal share from approxi- 
mately 65 percent at the present time to not to exceed 57 percent. This would 
come in a year when very few of the State legislatures are meeting and would 
not, therefore, have any opportunity to make up for lost Federal funds. Dollar- 
wise, it would mean that not more than $19 million of Federal funds could be 
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expended for vocational rehabilitation in 1955, compared with $23 million for 
the current year. 

S. 2873, now before the Senate, would repeal this restrictive language. Inas- 
much as the language referred to would become effective July 1, 1954, and many 
States are in a quandary, not knowing how to plan their programs for 1955, we 
strongly urge the committee to report out favorably this bill without delay, even 
before it has time to report 8S. 2759. It would be ironic, indeed, if, at the time 
this committee is considering an expansion of vocational rehabilitation services, 
appropriation law language should be undermining the present program, already 
inadequate to meet the needs of the handicapped. 


Federal allotments and State matching for vocational rehabilitation services 
in 1954 compared with projection for 1957 under 8.2759. (This is the first year 
the full effect of change of methods of financing is felt. A Federal appropria- 
tion of $28 million is assumed for both years) 
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Mississippi-...--- 664, 700 231, 376 2. 89 66. 6 
Riad cccasante 577, 300 245, 000 2. 51 52.1 
BRON. bh eccucndcous 69,000 | 59, 370 30 45.0 
Ps inca Centivnne 200, 900 | 112, 500 83 52.4 
PE tinsnces cides 50,000 | 9, 610 | . 06 36.0 
New Hampshire------ 87, 400 | 28, 300 38 54.4 
New Jersey....--- ¥ 460, 000 212, 820 675, 802 2.00 40.5 
New Mexico.......-... 142, 600 75, 412 99, 094 62 59.0 
TRO Blois wccuuscs’ 1, 037, 300 950, 533 1, 766, 213 4.51 37.0 
North Carolina......- 1, 025, 800 492, 628 512, 938 4. 46 66.6 
North Dakota. -- 101, 200 | 57, 500 80, 487 .44 55.7 
Ohio iced 505, 023 903, 900 | 216, 000 1, 188, 461 3.93 43.2 
Oklahoma..-.....- nace 469, 194 462, 300 | 310, 000 275,020 | 2.01 62.7 
EERE 321, 598 197, 800 201, 342 215, 143 . 86 7.9 
Pennsylvania_-.-_...-.-- 1, 627, 713 1, 294, 900 | 1, 060, 000 1, 431, 205 5. 63 | 47.5 
Rhode Island__......- | 106, 224 96, 600 | 53, 080 110, 252 | -42 | 46.7 
South Carolina...-..._-| 504, 961 579, 600 | 260, 101 | 290, 670 | 2. 52 | 66.6 
South Dakota.......--- 73, 492 105, 800 | 46, 975 | 98, 447 | - 46 | 51.8 
NDS dn eccncntoue 650, 433 791, 200 | 360,000 | 400, 366 | 3.44 66. 4 
I. cin nde ebeeuie 997, 561 1, 366, 200 | 489, 500 1,095, 421 | 5.94 | 55.5 
aR Serr erie 107,070 | 121, 900 40, 620 | 99, 334 | 53 | 55.1 
ER hoe csdave curraecenll 96, 325 | 69, 000 63,058 | 49, 353 | . 30 58.3 
Di bae ocmvihim tel 486, 762 | 692, 300 | 303, 925 479, 104 3.01 | 59.1 
Washington._....._.- | 463, 182 | 262, 200 | 357, 676 | 325, 692 | 1.14 44.6 
West Virginia_..........| 509, 272 425, 500 | 325, 000 | 249, 896 1.85 63.0 
Wisconsin. ...........-- 550, 953 | 469, 200 | 280, 600 471,080 | 2.04 | 49.9 
TEE ©. Sacccunueccal 76, 939 50, 000 42, 148 59, 409 | 15 | 45.7 
Alaska ES 38, 189 | 50,000 | 21, 912 | 50,000 | ll 50.0 
District of Columbia_--. | 195,000 | 50, 600 | 85, 000 | 101, 352 | -22 33.3 
Bn cuccinecdbtwnns 167, 233 | 71, 300 91, 483 | 71, 300 31 | 50.0 
Puerto Rico........-.- .| 290, 553 687, 700 228, 407 | 344, 882 | 2.99 | 66. 6 


1 Minimum allotment to a State under 8, 2759. 
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Mr. Wuirren. Mr. Chairman, the National Rehabilitation Associa- 
tion was organized in 1925 and continuously since that time has been 
preaching the doctrine that rehabilitation is the answer to the a 
of disability in most instances. It was the chief sponsor of Public 
Law 113 of the 78th Congress, which is the present basic rehabilita- 
tion law, and since 1949 has had before Congress other measures to ex- 
pand rehabilitation programs. The bills specifically sponsored by this 
organization at this time are S. 2436 and 8. 2437 by Senator Potter, 
which are very similar in purpose and in much of the detail to the pro- 
posals of the President upon which these hearings have been specifi- 
cally called. 

We want to say in the beginning that we have appreciated a great 

deal the tremendous amount of time and effort which has been ex- 
vended by the officials of the Department of Health, Education, and 
Velfare, Mrs. Hobby and Mr. Rockefeller particularly, in an effort 
to understand the implications of rehabilitation and to try to come 
forward with constructive suggestions to the Congress for the ex- 
pansion of this work. 

We are very grateful, of course, that the conclusions they have come 
to are that rehabilitation is sound, both socially and economically, 
actually saving taxpayers’ money rather than being a drain upon the 
Treasury; that present efforts to rehabilitate the handicapped are not 
adequate; and finally that both the Federal Government and the 
States can afford to increase their financial investment in the rehabili- 
tation of crippled people. 

The President’s personal interest in the problem of the rehabilita- 
tion of the handicapped has encouraged all of us who have been work- 
ing so long in this field in attempting to do some of the things which 
we now see at the point of fruitation, so we are very grateful for the 
consideration that is being given this matter. 

Mr. Chairman, over the last few years I have attended and partici- 
pated in a number of hearings on rehabilitation legislation, and as a 
result of my experience in those hearings I feel that I understand, at 
least generally speaking, shall we say, the areas of agreement and the 
areas Wherein there may be disagreement with respect to specific pro- 
posals that are being made. 

For instance, I know that there is no quarrel among any people with 
respect to the fact that rehabilitation is economically and socially 
sound. Everyone is agreed upon that. Everyone is also agreed upon 
the fact that there are many more handicapped people who could 
profit from rehabilitation than are being served at the present time. 

It is also generally agreed that the rehabilitation of the handicapped 
is both a State and a Federal responsibility and that both of these 
organizations should assist in bearing the load. There is also rather 
general agreement that the State-Federal rehabilitation program as it 
now exists is sound, and although there may be criticisms of the pro- 
gram coming from some sources, they generally are with respect to the 
fact that the State agencies are not able to serve all of the people who 
apply to them rather than being more fundamental. 

Now, while we have these areas of agreement, there are some areas 
in which all people do not agree. For instance, there is not agreement 
with respect to how rehabilitation should be administered on the 
Federal level. There are some people, for instance, who think that 
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it should be administered in the Department of Health, Education, 
and Welfare, as it is now. There are those who think it should be 
transferred to the United States Department of Labor. There are 
others who think that an independent. commission, responsible directly 
to the President, should be organized in order to administer 
rehabilitation. 

There are also differences of opinion with respect to just how the 
program should be financed; that is, what share should be provided 
for by the Federal Government and what share by the States and 
what ratios of Federal matching and allotments should prevail. And 
there may be some difference of opinion, while I do not think this is 
quite serious, with respect to how completely the rehabilitation agency 
should act as agencies emphasizing the vocational aspects of rehabilita- 
tion as op posed to the total concept of rehabilitation; that is, whether 
a person is ever going to be able to work or not as a result of the efforts 
that are made for it. 

Now, during the remainder of my statement I want to discuss the 
bills themselves, the specific bills that are before your committee, 
with emphasis upon the areas where | think problems exist that the 
committee has to resolve, instead of giving you orally here now a lot 
of material with respect to which I think there is general agreement 
and which you probably will hear repeated many times during the 
course of this testimony. 

First I wish to speak briefly about S. 2758, which is the administra- 
tion’s bill which would expand the Hospital Survey and Construction 
Act to make Federal funds available to assist the States in a number 
of new areas, and I am particularly concerned, of course, with the 
area of rehabilitation facilities. 

I want to say that we support without reservation the bill as it 
was passed by the House of Representatives, so far as it pertains to 
rehabilitation facilities. 

The only thing that is in the House bill that is not in the Senate bill 
is a provision that 1 State can assign its allotment of funds to another 
State for the creation of a regional facility which could serve the 
handicapped in more than 1 State. We think this is fundamentally 
sound. In fact, we testified in support of that amendment in the 
House of Representatives, and so we hope you will incorporate that 
in the bill as you report it. 

Although we agree with the House bill, there are 2 or 3 factors that 
are so important that I want to emphasize them briefly, for I feel that 
these matters may come up before your commitee. 

In the first place, we urge the retention of the earmarked fund for 
rehabilitation facilities. 

Senator Purrett. May I interrupt? The points you are covering 
now are also covered in your paper, are they not? 

Mr. Wuirrten. Yes. 

Senator Purreti. Are these additions to it? 

Mr. Wuirren. No; they are not additions to it. They are just 
points of emphasis that I want tomake. I have covered most of them 
in much more detail in the paper. 

Senator Purren.. Yes, I realize that. 

Mr. Wuirren. So we urge the continuation of earmarked funds 
for rehabilitation facilities. We also urge the retention of the defi- 
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nition of a rehabilitation center that is found in the bill because it 
is a comprehensive definition that will allow the type of facility which 
we think is very badly needed. 

Now, in that connection I would say that some questioning of wit- 
nesses, when this bill was being considered, seemed to infer that new 
legislation is not needed for the creation of rehabilitation facilities, 
that this could be done under the present bill, if interpretations were 
more liberal. 

It is our opinion that the comprehensive rehabilitation center cannot 
be built under the present definition of a hospital found in the Hospital 
Survey and Construction Act. A department of physical medicine 
in a teaching hospital or a wing of a hospital devoted to rehabilitation 
cases might be constructed under the bill, but a rehabilitation center 
that encompasses the vocational aspects of rehabilitation as well the 
medical cannot be built under the present legislation. In fact, I 
think it is significant that some of the outstanding rehabilitation 
facilities in the country today, notablv, for instance. the Institute for 
the Crippled and Disabled in New York and the Woodrow Wilson 
Rehabilitation Center at Fisherville, Va., neither could have been 
built under the present legislation. 

We also would call attention to the fact that the $10 million a year, 
while it sounds like a good deal of money for rehabilitation facilities, 
ooesn’t go far when you divide it up among 48 States. For instance, 
Connecticut’s share would be $73,000, which will not build very many 
reh»bilitation facilities for that State, even with State matching. 

I shall now shift to a consideration of S. 2759, which is the bill 
that I understand these hearings are principally directed at. As you 
know. this bill is a substitute for the entire present rehabilitation law 
und not just amendments thereto. 

There are several features of this bill that we want to call attention 
to at this time. In the first place, I am going to say just briefly with 
respect to the administration of vocational rehabilitation at the Fed- 
eral level that we feel very strongly that the Office of Vocational 
Rehabilitation is properly placed in the Department of Health, 
Education, and Welfare. We do believe, however, that its influence 
and general operational efficiency could be increased, if it were given 
bureau status, similar, for instance, to what was done in S. 4051, 
which passed the Senate in 1950, but was not considered by the House. 

As it is now, the Office of Vocational Rehabilitation is strictly a 
creature of the Secretary and could even be abolished and the func- 
tions scattered among the various bureaus, if the Secretary thought 
that should be done; so we think that bureau status would be helpful, 
but other than that we have no suggestions to offer with respect to 
change on the Federal level. 

In our statement we have gone into some detail with respect to why 
we feel that way, but we are not taking time here to go any further 
into this in the oral statement. 

Next, we would call attention to the bill as pertains to administra- 
tion at the State level. As you know, at the present time vocational 
rehabilitation in the State is administered by State boards for voca- 
tional education, with the exception that in States which have e agencies 
for the blind with a legal responsibility for rehabilitating the blind— 
the rehabilitation of the blind can be carried on in these agencies, which 
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really means there are two rehabilitation agencies in States where 
that arrangement exists. ; 

Now in S. 2759 there are 2 or 3 important changes suggested in the 
administration setup of the States. One, for instance, would provide 
for 2 State plans in States having 2 rehabilitation agencies, so that, 
for instance, the State agency for the blind would not have to do its 
business with the Office of Vocational Rehabilitation through the State 
board for vocational education. 

We approve that change. 

iewit it is provided in S. 2759 that the State board for vocational 
education or a rehabilitation agency primarily concerned with reha- 
bilitation may administer the program in the States, and we are 
approving that change, for we believe it is sound that if a State cares 
enough about its rehabilitation program to feel it can be advanced 
through an independent agency, we believe it should be allowed to take 
this step. 

I might add here, Mr. Chairman, that we would oppose opening 
the administration of rehabilitation in the States any further than 
that. In other words, we don’t want a situation where a jurisdictional 
dispute could come to exist at the State level such as we have had for 
several years on the Federal level. There are sound reason why 
rehabilitation is being administered by State boards for vocational 
education, but we do not object to provisions for an alternative State 
rehabilitation agency. 

Another thing we are somewhat concerned about, is that in this 
administrative section as it pertains to the States, the words “admin- 
ister or supervise the administration of” are substituted for the words 
“administration, supervision, and control” in the present act. We are 
told that the reason for that is to enable a State agency to supervise 
a local rehabilitation program which is financed in whole or in part 
by local rehabilitation funds, and we approve that concept. Our 
attention, though, has been directed to the fact that the same language 
might be used as a justification for breaking down the rehabilitation 
program at a State level, so the State board of education could super- 
vise the administration of rehabilitation in several different depart- 
ments; for instance, physical restoration in one, training in another, 
and so forth, and we feel that we need more unity rather than less in 
the program. 

That being a problem, we are going to present to the committee 
right away some language which we think will accomplish the admin- 
istration’s purpose, but which will not have this possible danger in it. 

Senator Purre... Is that contained in your field statement / 

Mr. Wuirren. It is not. It will be filed as a separate statement. 

Senator Purre.y. It will be received and incorporated in the record. 

(The statement by Mr. E. B. Whitten above referred to is as 
follows:) 


AMENDMENTS TO 8S. 2759 


Designed to prevent breaking up administration of vocational rehabilitation. 
Page 4, lines 12 and 13, delete “or supervising the administration of”. 

Page 7, lines 4 and 5, delete “or supervising the administration of”. 

Page 7, line 9, delete “(or supervising the administration of)”. 

Page 8, lines 23 and 24, delete “or supervise the administration of”. 


-age 9, line 6, delete “or supervise the administration of”. 
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Pages 8 and 9, section 5 (a) (1) shall read as follows: “(1) designate the 
State board of vocational education (herein referred to as the State board) ora 
State rehabilitation agency (primarily concerned with vocational rehabilitation ) 
as the sole agency for the administration, supervision, and control of the State 
plan, except that where under the State’s law, the State blind commission, or 
other agency which provides assistance or services to the adult blind, is author- 
ized to provide them vocational rehabilitation services, such State blind com- 
mission or other State agency may be designated as the sole State agency to 
administer or supervise the administration of the part of the plan under which 
vocational rehabilitation services are provided for the blind and the State voca- 
tional education agency or the State rehabilitation agency shall be designated as 
the sole State agency with respect to the rest of the State plan: Provided, how- 
ever, That this section shall not be construed to prevent the State board from 
supervising the administration of local rehabilitation programs financed in 
whole or in part by local funds.” 

Mr. Wurrren. Now, I want to say briefly that the definition of 
rehabilitation services which is found in this bill is one with which 
we agree. It is a broadened definition of rehabilitation over that in 
the present bill. For instance, it removes the 90-d: ay limitation on 
hospitalization, which has been found to restrict the rehabilitation of 
some of the more severely disabled. It also provides that Federal 
funds may be used to reimburse the States for initial stocks and sup- 
plies for small-business enterprises into which many of the very 
severely disabled are being rehabilitated. 

It also provides that Federal money can be used to reimburse for 
the management and supervision of sm: all- business enterprises, some- 
thing that cannot be done under present legislation, and it also pro- 
vides that funds could be used for nonprofit rehabilitation facilities 
and workshops, and we think this broadened definition is all to the 
good. 

It really means, very largely, that when the State receives a grant 

5 
of Federal funds, it can do almost t anything with those funds that 
will advance the rehabilitation of the handicapped, and we have 
always felt that the State should be the final determinants within 
reason, of course, with respect to how they use their funds for rehabili- 
tation purposes. 

Mr. Chairman, I next would talk a bit about the three types of 
grants that are found in this bill and which are found in all of the 
administration’s bills in the health field. 

The first fund would be for rehabilitation services, which is really 
the main stream rehabilitation program; second, a fund for extention 
and improvement; and third, a fund for special projects. 

I am going to speak of these in the reverse order to the way I have 
named them: First, with respect to special projects. Special projects 
are referred to in the bill as being projects which hold unique promise 
of helping solve rehabilitation problems on an interstate level. In 
others, for more than one State. 

Now, we feel that such a provision could be very helpful in advancing 
rehabilitation. We wonder, however, if some definition of special 
projects in addition to what appears in the present bill would not be 
in order. We are not in position to suggest one this morning, but we 
think that is something that might be considered by the committee. 

For instance, we hope that under the special projects category the 
Secret: ry might be able to finance research projects, the training of 
personnel, and many other useful things, but really it is not clear from 
the bill what kind of projects the Secretary might undertake under 
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this bill, but I want to emphasize the fact that we do feel that having 
special funds available for the right kind of special projects can defi- 
nitely help in the expansion of the program, and we are for that 
concept. 

Next, with respect to extension and improvement, this fund would be 
allotted on a population basis and would be used to assist the States 
in developing projects to expand their rehabilitation programs within 
the respective States and without relation to whether that influence 
was felt beyond State lines. 

Such projects would be 75 percent Federal the first 2 years of a 
specific project, 50 percent the second 2, and 25 percent the third 2 
years, after which this program would have to be absorbed into the 
regular program, if the Federal Government participated in it at all. 

We think the purpose of this extension and improvement fund is 
very laudable, and we think it can do a great deal to expand rehabilita- 
tion services. We think, though, that the definition is not adequate. 
In fact, we think that a clearer definition of this fund is more essential, 
even, than of special projects. For instance, some questions about the 
use of this fund that we have not been able to clear up yet in talking 
to departmental officials are such as these: Can extension and im- 
provement funds be used to establish rehabilitation facilities within 
a State / 

Another question we have not been able to have cleared up is whether 
a project to be approvable under extension and improvement would 
have to be, so to speak, a new project which gets the State into some 
new area of rehabilitation or whether these funds could be used to just 
increase the amount of general rehabilitation work that is being done. 
We think that latter is extremely important, Mr. Chairman, and we 
would sincerely hope that it is made clear, either in the law itself or in 
the report or some way that such funds can be used for the general 
improvement and extension of the program without having to be iden- 
tified specifically with a project which would get the State into an 
absolutely new area of rehabilitation. The reason that is important 
is that we have a very broad rehabilitation law now. Most of the 
States are trying to dc some rehabilitation in practically every area 
of disability. Therefore, if the fund is tied to specifically new proj- 
ects, it may severely limit the use the States can make of it. 

On the other hand, here is a State, let us say, that is rehabilitating 
500 people a year. What it needs most is encouragement and help 
in increasing the number of rehabilitations to a thousand a year. If 
money for extension and improvement can be used for that purpose, 
it will really be a boon to the program. I think this matter ought to be 
cleared up in the course of the hearings. 

Next, I would like to talk about the fund as it relates to rehabilita- 
tion services, the broad program which is already in operation and 
which would be continued. As you know, at the present time, re- 
habilitation is financed under a bill which was supposed to be open- 
ended. In fact, Congress thought it was open-ended when it passed 
it, and it was so financed for a number of years. It provided that 
the Federal Government would reimburse the States for 100 perceut 
of administration, guidance, and placement expenditures and 50 per- 
cent of case service expenditures. 

Experience over about a 5- or 6-year period indicated that this 
required approximately a 70 percent Federal share to carry the law 
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out as it was written. Congress a few years ago stopped appropri- 
ating funds on the open- -end basis, and the Federal share has gradu- 
ally declined to about 65 percent, but I might add that the decline 
is on account of the arbitarary position taken on the appropriation and 
not because of any change in the act. 

The present financing has become complicated by the fact that in 
the appropriation bill ‘last year, in conference some restrictive lau- 
guage was placed in the bill which, if not repealed this year, would 
result in reduci ing the Federal share for rehabilitation services to one 
dollar for every 75 cents appropriated in the State. 

Now, we are told that the President’s proposal would have the 
effect of repealing this language, and we believe that is right. 

I am going to refer to this language briefly again before I stop 
talking. 

Now, Mr, Chairman, S, 2759 discards the present method of 
financing rehabilitation and institutes a new method of allotment to 
the States; it is a closed-end appropriation, with allotments to the 
States based upon population, heavily weighted with per capital in- 
come and it substitutes a matching for mula based upon per rapita 
income alone with the ratio of Federal funds being 6624 percent in 
the poorer States and 331, in the richer States, as that can be judged 
by per capita income. 

It provides for a 2-year transition period to help the State to adjust 
to the new allotment and matching formulas. 

We are very much concerned with the effect that this particular 
formula might have upon the basic rehabilitation program as exists 
today; that is, if it goes into the bill without any alteration at all. 

In other words, we are very, very much afraid that States which 
are getting their Federal grants cut as a result of the institution of 
this formula will not be able to take advantage of improvement in 
extension funds and therefore the whole purpose of this bill, which is 
to expand rehabilitation very rapidly, might be defeated. 

In order to call your attention specifically to the effect this formula 
has, if you will turn, in my statement, to the last 2 pages which 
constitute a table, I would like to refer you briefly to 3 or 4 lines which 
I think will illustrate what I have in mind. 

By the way, this table is based upon an appropriation of $23 million, 
the same amount that is being appropriated at the present time. It 
merely shows the result in the States in 1957, after the transition period 
provided in 8. 2759 is over, provided the same amount of money has 
been appropriated for the basic program. 

For instance, if you will notice the summary line at the top, at the 
present time, column 3, something over $13 million of State funds is 
needed to match, column 1, $23 million of Federal funds, 

Now, under S. 2759, column 4, $21 million State funds will be re- 
quired to match $28 million Federal funds. In other words, more 
than $8 million additional State money would be required in 1957 
to match the same amount of Federal money that is being appropriated 
at the present time. 

Now, to see how this affects individual States, let us take a rich 
State, a poor State, and a middle State, which will give a pretty good 
illustration of the effect specifically. Let us take Connecticut, which is 
near the high-income level point. At the present time $160,000 of State 
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funds earns $279,000 of Federal funds. Under S. 2759, $288,000 of 
State money will be required to earn $167,000 Federal money, which is 
the State’s maximum allotment under S. 2759, with the same 
appropriation. 

Now, if you will note Mississippi, which is at the bottom of the 
income list, right at the bottom of the first page, you notice that 
now $231,000 of State funds earns $388,000 Federal. Under S. 2759, 
$333,000 State would earn $664,000 Federal. 

Now, Wisconsin may be a better illustration than any of these 
because it is almost exactly the median State on a per capita mecome 
basis. In that State $280,000 now earns $550,000, while under S. 2759, 
$471,000 would be required to earn $469,000. 

There is one other State I would like to refer to, and that is 
Georgia, for another reason: Georgia is one of the low-income States 
which has developed its program to a very high level under present 
legislation. At the present time $900,000 of State money earns $1,500,- 
000 of Federal money. Under this act $450,000 of State money would 
earn $844,000 of Federal. In other words, that is an illustration of a 
poor State which has developed its rehabilitation program to a high 
degree and which will have its Federal allotment cut practically half 
in two, under this particular proposal. 

By the way, in Florida the same situation exists to a somewhat 
lesser extent. 

I think, Mr. Chairman, that from this perusal of the table you can 
understand our concern that in many of the States difficulties would 
be presented. 

For instance, we find that there are 23 of the States which will have 
allotments less than their 1954 grants, and that there are 20 States 
whose matching ratios will be reduced to below 50 percent, although 
they average about 65 percent at this time. 

Again, we state that we are very much concerned that the purposes 
of the bill could be defeated if States getting their Federal funds for 
basic support reduced are expected to, at the same time, take advantage 
of Federal funds for improvement and extension. From a practical 
standpoint, we just don’t think it can be done. 

By the way, I want to say a word or two here about the transition 
period. That should be made clear. There is a transition period 
provided to help the States to get to this level which has been de- 
scribed. Now, allotmentwise, for the rehabilitation services fund 
it would be provided that if a State’s allotment for its rehabilitation 
service fund plus its allotment for its extension and improvement— 
if those added together are less than 90 percent of its Federal grant 
for the year before, then the bill guarantees that its allotment will 
not be less than the 90 percent; but there is a point there that is very 
important. It makes a great deal of difference to combine the two 
allotments. It is possible for a State to get a 30-percent cut, for 
instance, in its rehabilitation service fund, and just because it gets 
an allotment for extension and improvement that moves the total 
up to 90 percent of the preceding year’s grant, and the State can’t 
use the improvement and extension funds, because it is getting cut 
at the other end, then it could get a full 30-percent cut, you see, in 
the rehabilitation services fund. We would strongly suggest that in 
whatever is worked out finally here, this transition period for allot- 
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ments be held to the rehabilitation services fund and not include the 
amount that is allotted for extension and improvement, which we 
do not know whether the State is going to be able to use or not until 
we have experience in this field. 

Now, with respect to matching, it is provided that a 2-year period 
is given to get the State from its present Federal percent age down 
to its S. 2759 percentage, whatever it may be, or to get it up, if there 
are any that would come up, and there are a few States who would 
have higher percentages. The State has to absorb 10 percent of the 
difference the first year, and 55 percent of the difference the second 
year, and the remainder of it in the third year in which it goes in 
full effect. 

We would not call your attention to these things, these weaknesses, 
we feel, in the method of financing the rehabilitation services fund 
if we were not in position to offer some alternatives which we think 
the committee might want to consider. We feel that if we were really 
wanting to expand rehabilitation services—and I am sure that is what 
every one of us is trying to do as a result of these hearings—that 
there are 2 or 3 principles that ought to prevail. The first principle 
should be that we should maintain what we have. 

By the way, present programs have been built up very laboriously 
and expensively, expensive particularly with relation to the training 
of staff, so these programs should be maintained; and, second, what- 
ever method is devised for financing the program in the years ahead 
should encourage expansion in all ‘of the States to the degree that 
is possible that Congress encourage the States; and, third, that if 
there is to be a transition from one method of financing to another, 
that there be a transition period long enough and with the gradations 
made gently enough that it will not upset the existing programs. 

Now, there are two alternative methods of finance ing, both of which 
we think are based upon these principles that we would like to discuss 
with you briefly. 

The first of them is found in 8. 3039 which was introduced by Sena- 
tor Potter at our request. By the way, this bill was worked out by 
a committee of State directors of rehabilitation with the help of the 
staff of the Office of Vocational Rehabilitation, although I want to 
say here that so far as I know, the Office of Vocational Rehabilitation 
never has officially endorsed the plan. This would provide that the 
grant for rehabilitation services be in 2 parts: First, a grant equal 
to 100 percent of the administration guidance and placement expendi- 
tures in the base year 1954, and 50 percent of the case service expendi- 
tures in that same year, that is a continuation of the law that existed 
at that time; and then second, that additional Federal funds for the 
rehabilitation services fund appropriated by Congress would be al- 
lotted to the States on a population basis and earned 1 Federal dollar 
and 1 State dollar. This would have the effect that if the rehabilita- 
tion program becomes a $120-million program, which is visualized in 
the President’s general plan, the Federal share at that time would be 
54 percent. It would be 52 under the President’s proposals. So you 
see the place we are both aiming at is approximately the same. We 
are just suggesting another method of getting there that will assure 
that no State has its funds cut below the present level as the program 
moves on rapidly ahead, as we believe it will. 
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Now, a second alternative is one that would be based upon the 
method of financing public assistance which, by the way, is found in 
H. R. 7200. I don’t believe there is a Senate counter part to that bill 


yet. Imay be mistaken. 


H. R. 7200 is the administration’s amendments to the public assist- 
ance provisions of the Social Security Act. Now, in this bill, as it 
relates to the two categories for the disabled, that is, the aid to the 
totally disabled and the aid to the needy blind, this bill also incorpo- 
rates the principles of the variable grant as the other bills do, but it 
provides that there shall be a 65 percent pivot point Federal percent- 
age and the floor Federal percentage would be 60 percent. 

There is no limitation otherwise at the present time to the Federal 
Congress’ participation in public assistance nor is any contemplated 
in this new proposal, however, there is an overall limitation to the 
extent that the Federal Government will only participate up to the 
amount of the Federal percentage of 55 a month, multiplied by the 
number of people who are on the rolls. There is no dollar limitation, 
but there is that limitation of the amount on any one particular case. 

It is our feeling that in an effort to expand rehabilitation, if the 
financing principles found in this particular bill were transplanted 
into the rehabilitation bill, that we could accomplish the results more 
quickly and more positively than otherwise. 

I want to say here that I realize that there is some State money that 
goes into public assistance in addition to that $55 a month. Some 
of the richer States, of course, are providing pensions higher than that, 
but there are over 20 States whose public assistance grants are within 
the $55 per month. Really, the main difference in this proposal and 
S. 2759 is a difference in percentages, as you see, plus the fact that 
there is no dollar limitation upon the amount to be used. 

Now, his plan would have the advantage of substantially maintain- 
ing the programs. There may be some States still getting a cut, be- 
cause some States are getting more than 60 percent Federal under the 
present rehabilitation act. But substantially speaking, the program 
would be maintained, and the encouragement would be there to move 
ahead under the same plan that the States are encouraged to move 
ahead in providing adequate public assistance grants to the total and 
permanently disabled and to the blind who need aid. 

We feel that this, too, would have the advantage of removing some- 
thing that I think many people consider somewhat of a stigma, that 
Congress has shown a tendency to be more liberal in its method of 
financing public assistance to the disabled than it has been in financ- 
ing rehabilitation of the disabled. 

Now, I know that has never been any Congressman’s purpose, but 
the schemes in which we have been caught up have apparently resulted 
in it appearing that that is the situation, and I think this would cor- 
rect that. 

By the way, we have had language prepared which ~— incor- 
porate the public assistance financing provisions, of H. R. 7200 into 
the President's bill for rehabilitation, and in a few days I will present 
to the committee this proposed language. I do not have it ready to 
insert at this time. 

Senator Purretn. We would like very much to have it, and that, 
too, will become a part of the record. 
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(The statement by Mr. E. B. Whitten above referred to is as fol- 
lows:) 


AMENDMENTS TO CONFORM THE GRANT PROVISIONS FOR VOCATIONAL REHABILITA- 
TION SERVICES (OTHER THAN EXTENSION AND IMPROVEMENT PROJECTS AND 
SPECIAL PROJECTS) TO THE PROPOSED GRANT PROVISIONS FOR ASSISTANCE FOR THE 
PERMANENTLY AND TOTALLY DISABLED IN H. R. 7200. 


Page 2, line 12, strike out “the Congress may determine’ and in lieu thereof 
insert “may be necessary”. 

Page 3, delete lines 10 through 24, inclusive; page 4, delete lines 1 through 24, 
inclusive; page 5, delete lines 1 through 4, inclusive, and in lieu thereof insert 
the following: 

“Sec. 2. (a) (1) From the sums appropriated therefore, the Secretary of the 
Treasury shall pay to each State which has an approved plan for vocational 
rehabilitation services, for each quarter, beginning with the quarter commencing 
April 1, 1955, (A) an amount equal to the Federal percentage for such State (as 
determined under Section 10 (h) of the total amounts expended during such 
auarter for vocational rehabilitation services under the State plan, and (B) an 
amount equal to one-half of the total of the sums expended during such quarter 
as found necessary by the Secretary for the proper and efficient administration 
of the State plan. 

“(2) The Federal percentage for a State for any quarter in the period begin- 
ning April 1, 1955, and ending with the close of June 30, 1957, as determined 
under section 10 (h), shall be increased to the extent (if any) it is less than the 
percentage which (A) an amount equal to 88 per centum of the sum to which 
such State was entitled under this section with respect to expenditures under 
the State plan for vocational rehabilitation services and administration during 
the fiscal year ending June 30, 1954 (determined by the Secretary on the basis 
of the best information available to him as of October 1, 1954), is of (B) the 
total amount expended under such State plan as vocational rehabilitation serv- 
ices and administration during the fiscal year ending June 30, 1954 (as so deter- 
mined by the Secretary). Minus 12 per centum of the sum to which the State 
was entitled under this section with respect to such expenditures (as so 
determined by the Secretary).” 

Page 18, lines 18 and 23, and page 19, lines 1 and 2, and lines 3 and 5, strike out 
“allotment” and insert in lieu thereof ‘Federal’. 

Page 18, line 19, after “less” insert “the State percentage, and the State 
percentage shall be”. 

Page 18, line 20, strike out “50” and insert in lieu thereof “35.” 

Page 19, line 1, strike out “per centum or” and strike out “3314 
in lieu thereof “60”. 

Page 18, line 23, strike out “more than 75”. 

Page 19, line 2, strike out “50” and insert in lieu thereof “65.” 

Page 19, line 4, strike out “75” and in lieu thereof insert “65.” 

Page 19, line 9, after “States” insert, “excluding Alaska.” 

Page 19, line 19, strike out all matter and insert “to the Federal percentage 
for such State.” 

Page 19, strike out all matter on lines 20, 21, and 22. 

Pages 20, 21, 22, and 23: Strike out all matter from page 20, line 6 through 
page 23, line 21, inclusive. 

Page 23, line 22, strike out “12” and insert in lieu thereof ‘11. 

Page 24, line 15, strike out “13” and insert in lieu thereof “12. 

Senator Hitz. Mr. Whitten, how many States exceed the $55 for 
old-age assistance ? 

Mr. Wuirren. Just about half of them, Senator. 

By the way, I might add, though, the total share of Federal money 
in public assistance cost in all, I think, runs down to about 57 percent, 
when that extra money is counted in. That still isa much higher ratio 
than is suggested in the rehabilitation bill, and it is also true that 
most of that extra money going into public assistance i$ going in in a 
very few States; for instance, California, New York, at few other 
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wealthy States. Most of the States are getting a very high percentage 
of their public assistance expenditures from Federal funds. 

I referred to this restrictive language a while ago and what it would 
do in arbitrarily cutting down the appropriation if it is not taken out 
of the appropriation act or otherwise repealed. 

As you know, the new fiscal year is soon going to be here. The 
States are exceedingly worried about this appropr iation language even 
though the President's bill, if it is passed, will have the effect. of 
removing it, since it institutes an entirely new bill, and, therefore, 
there would have to be a new appropriation act based upon it. The 
States see the possibility that July 1 may come, this bill may not be 
through the legislative process, and they could be caught in a very 
embarrassing situation. In other words, it is very difficult to do any 
planning for rehabilitation next year, for which reason we would like 
to urge you to, just as quickly as possible, report a simple bill which 
would repeal the restrictive language in the Appropriation Act and get 
that out of the way, even though it might be a few weeks before your 
reporting of the rehabilitation ‘pill itself should follow. 

Senator Hii. May I ask a question / 

Senator Purreii. Senator Hill. 

Senator Hiri. When did this restrictive language get into the bill? 

Mr. Wuirren. Senator Hill, it got into the bill in conference some- 
where. 

Senator Hii. How long ago; do you remember ¢ 

Mr. Wuirtren. Just last year. 

Senator Hii. That is what I was thinking. I am a member of the 
Appropriations Committee of the Senate, and I know it didn’t go in 
in the committee. It didn’t go in on the floor, did it? It was put in 
in conference. I am not on that conference, but I 

Mr. Wuirten. That is right. This language was in neither the 
House nor the Senate versions, but was inserted in conference. When 
the conference committee report came out, it had this item marked 

“no agreement,” and there never was any conference report showing 
why it was done or anything about it. 

Senator Hizx. Under the rules of the House the conferees have to 
make a report to the House, That report has to be not only made, 
but it has to be printed i in the Congressional Record. In fact, it has 
to be printed in the Congressional Record before it is in order to take 
up that conference report. In the report of the House conferees they 
didn’t seek in any way to explain that particular language or tell why 
it was put in there or the reasons for it or anything of that kind. 

Mr. Wuirtten. It was read without comment and adopted, of course, 
without objection. 

Senator Hiti. The report, but I say, did the report itself as printed 
in the Congressional Record, as required by the rules of the House 
it didn’t state why that language was put in there ? 

Mr. Wuirtten. No, sir. 

Senator Hitt. Any reason for it? 

Mr. Wuitren. No, sir. 

Senator Hixu. I see. 

Mr. Wurrren. So that is the reason we are suggesting that the thing 
is serious enough that it should be repealed in the next 2 or 3 weeks, 
so States can plan their programs much more effectively for the next 
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year. We feel sure eventually it will be taken out through the passage 
of this legislation, but time is of the essence if the States are to plan 
programs. 

Senator Hiti. Excuse me 1 minute. Mr. Chairman, I don’t want to 
interrupt—— 

Senator Purreti. Senator Hill, we are very happy to have you ask 
all the questions you want. ' 

Senator Hiri. That could be taken out or could be reached in your 
regular appropriation bill at this time, couldn’t it ? 

Mr. Wuirren. That is right; but we are told it would have to be 
repealed. Just to leave it out—— - 

Senator Hitt. In other words, it didn’t just apply to the funds in 
the bill, the last appropriation bill; it was permanent legislation 
applying to all future funds. 

Mr. Wuirren. That is right. We are so advised; yes, sir. 

Senator Hitz. I see. Then that might make it a more difficult 
problem on the appropriations bill. 

Mr. Wnuirren. Yes. Now, I wanted to call your attention, too, to 
one amendment that was offered by the Secretary when she was here 
last week as pertains to the Randolph-Sheppard Act, which gives 
authority to Federal building administrators to allow vending stands 
for the blind in Federal buildings. 

You are having some additional legislation before you on that point. 

For instance, one bill which has been introduced is H. R. 8530. I 
don’t know whether the Senate bill is here on that yet or not. I wanted 
to state the principles that we think ought to apply in amending the 
Randolph-Sheppard Act. The administration’s proposal is generally 
acceptable to us except it doesn’t go quite as far in one detail as we 
think the bill ought to go. 

We believe that the bill should guarantee preference to blind per- 
sons in the operation of such vending stands where it is found that 
there is a suitable place for a vending stand. At the present time 
building administrators are not required to give preference. They are 
just authorized to allow such stands. 

In the second place, if a vending 

Senator Hix. Doesn’t the language say specifically, in authorizing 
the operation of vending stands on Federal property, preference shall 
be given so far as is feasible to blind persons ? 

Mr. Wurrren. That is Mrs. Hobby’s amendment you have there, 
is it? 

Senator Hin. Yes. 

Senator Purrery. Yes. 

Mr. Wuirren. That is right: her bill does take care of this. That 
is right. Now, there is just one thing that her bill did not do that we 
think ought to be done. For instance, if a vending stand exists in a 
Federal building, we believe that the profits of vending machines in 
the same building should accrue to the operator of the vending stand. 

At the present time, there is a controversy existing. Employee 
groups are trying to get the use of concessions of that kind to imple- 
ment their welfare and recreation funds, and the General Services Ad- 
ministration has been unable to resolve this dispute. We know that 
in presenting the administration proposal, they were not able to get 
agreement of all of the departments with respect to that feature, 
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for which reason it was left out of the administration bill, but we, 
ourselves, think that ought to be in the bill, that if the vending ma- 
chine is in the same building where the vending stand is, that the 
profits from the machine ought to accrue to the owner of the stand. 
Otherwise the profits to the vending stand can be drained off, you see, 
through vending machines set up by a competing organization. 

Senator Purtety. Let me see if I understand this correctly. There 
may be in a post office installation a stand, for instance—I am think- 
ing of post office particularly—in the lobby where the public has 
access. There may be scattered through some of the large post of- 
fices many, many vending machines. There may be one blind person 
operating that stand in the lobby. 

It is your belief that all of the profits from the vending machines 
throughout that total building should accrue to the person running 
that stand in the lobby ? 

Mr. Wuirren. That is the idea. In the larger buildings, Mr. Chair- 
man, generally you will find more than one site favorable for a vend- 
ing stand for the blind. In other words, we have several Federal 
buildings in the country where there are more than one vending stand 
for the blind. 

Senator Purretyt. Of course they have many vending machines 
where no attention need be paid to them except by filling and so forth. 

Mr. Wuirren. That is true. 

Senator Purrett. Except by the owner of the vending machine, the 
concessionaire. 

Mr. Wuirren. That is right. 

Senator Purrety. You would want the profits to accrue to either one 
or more of the blind people operating those stands in the public lobby, 
in the lobby where the public has access to it ? 

Mr. Wuirren. That is right. Such machines are competitive. For 
instance, a fellow either goes to the stand to buy his cigarettes, or he 
buys them in the vending machine somewhere. Now, they even have 
vending machines, as you know, for Coca-Cola, for almost anything 
that can be sold in the vending stand. This is the only way we know 
to protect the interest of the blind. 

Senator Gotpwarer. Mr. Chairman, I think that is a very fine pro- 
posal, The vending machine competition to the stand is getting to the 
point actually where you don’t need the stand, and if we don’t recog- 
nize that competition, you are going to defeat the very purpose of the 
original language of this bill, to give additional work to the blind. 

We have it in many Federal buildings in this city, where you can 
purchase nearly everything you want out of a vending machine. I 
personally think this is an excellent suggestion. 

Senator Purretn. You knew, of course, that Mrs. Secretary had 
offered this amendment to the Randolph-Sheppard Act. 

Senator Gotpwater. Yes. I was glad to hear it brought up at this 
meeting by Mr. Whitten because it lends strength to the Secretary’s 
request for this. We have had this down at the State level for a 
long, long time. ; 

Mr. Wuirren. We really have had situations thoroughly unwhole- 
some in some of the States where the competition between the blind 
and other groups has just become embarrassing, and I don’t think 
that. any member of Congress ever intended that it should develop in 
that fashion. 
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Senator Hm. May I ask a question in that connection? I am very 
much interested in all you are saying, and I am, like Senator Gold- 
water, very deeply sympathetic with this idea of providing work for 
our blind. I wonder if you have given any thought as to new public 
buildings to be erected—and what brings the thing home to me par- 
ticularly at this time is that we have a building here sponsored by the 
administration that looks mighty good on the face of it for what we 
call a lease purchase of a building by the Government that doesn’t 
have to put out so much capital expenditure constructing the build- 
ing itselfi—private parties, perhaps, build a building, and then over a 
certain period of time you amortize that cost of the building as well 
as paying some return to the builders of the building, and at the end 
of a certain period the Government, for maybe a reasonable small sum 
of money, has the right to buy that building. Do you know in design- 
ing these buildings whether or not any thought has been given to the 
location in them of a particular little place for the operation of such 
as you have in mind for the blind ¢ 

Mr. Wurrren. Well, I just do not know whether any provisions 
are being made or not. 

Senator Hity. I think you might well think about it. I think you 
might well think about that. I was at the opening of a new hospital 
here a few days ago, and they had provided a place. Instead of hav- 
ing vending machines or some kind of a little stand in the lobby, 
as you walk in, they had provided a very convenient place right on 
one edge of their cafeteria, a place for the operation of such a stand 
which made it just as convenient as being in the lobby, and yet it re- 
moved some of the factors against having it right there in the lobby 
where at times maybe some postmasters and some managers of build- 
ings do not wish to have them. 

Mr. Wuirren. Yes, that is true. That is a problem in some build- 
ings, finding an adequate place for it. 

Senator Hitt. Finding an adequate place, and sometimes you just 
have to go into a lobby, so to speak, which hasn’t been designed with 
the idea in mind of having any such operation there, and you don’t 
have too favorable a situation. So I was thinking, now it looks as 
though we may be going into a new program to buy new buildings, we 
might think in terms of making some provision in the architectural 
plans of these buildings for a stand such as you have in mind here. 

Mr. Wurrren. You know, you bring up a thought to me, too. I am 
not sure whether the Randolph-Sheppard Act would apply to such a 
building as you are talking about or not, unless specific mention was 
made, and that might be something that should be looked into, too. 

Senator Hit. That may be true, and I will tell you why. You see, 
the Randolph-Sheppard Act, as I recall, applies to Federal property, 
and these buildings, as I understand, that will be built under this lease- 
purchase program, of course, will not become Federal property until 
maybe 20 years or 25 years or after the building has been co structed, 
at which time, as I understand it, the Government will have a right, an 
option, to purchase the property, which means the title will pass to 
the Government and then become Federal property, but over the long 
period of time these buildings would not be Federal property, so 
would certainly suggest you take a look at that bill. 
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Mr. Wuirren. The Randolph-Sheppard bill uses the term “Federal 
building,” but it probably assumed the ownership of the building by 
the Federal Government. 

Senator Hux. I notice that Mrs. Hobby, in her amendment, uses the 
term “Federal property.” 

Mr. Wuirrten. That is a substitute for the word “building” in the 
present act. 

Senator Hitt. “Property.” There would be no question if you use 
the word “property” that it would mean where the title was in the 
Federal Government. 

Mr. Wuirren. Yes; I think you are right. Mr. Chairman, that 
about completes my oral presentation. I want to say, as I think I 
have intimated all through this statement, that we are taking a posi- 
tive position with respect to the President’s proposals. In other 
words, we feel that they provide the framework for a big program 
of expansion of rehabilitation which is badly needed. This program 
started in 1920, and it grew slowly until 1943 when the Barden-La- 
Follette amendments were passed and gave a big impetus to it. It 
reached its present level, and there has been a tendency for it to be 
on a sort of plateau now for 2 or 3 years, as, apparently, Congress has 
not been quite satisfied with the methods of financing, and there have 
been uncertainties in the State with respect to what the future is 
going to be. 

Now we are ready; I think we are at a crossroad. I think we are 
ready for some renewed emphasis in rehabilitation, and the passage 
of this bill, with some corrections which I think I have pointed out, 
will do what I think the Presidents wants to have done. Mr. Chair- 
man, that there are many of us in this field of rehabilitation—I some- 
times think, in fact, more people think they are experts in it than in 
nearly anything else I know of—and we will have some differences 
of opinion with respect to how details should be operated, but as for 
me and my association, we urge the committee to resolve the differ- 
ences that may appear between us and to report a bill that will expand 
the rehabilitation of the handicapped. We don’t want differences 
of opinion to prevent the passage of a constructive piece of legisla- 
tion at this time, and that is our final appeal to you. 

Senator Purretyt. Mr. Whitten, reference has been made during 
these hearings to the number of technical personnel available, and 
in training for these different phases of vocational rehabilitation 
work. Do you have any information on this matter which might be 
useful to this committee in its deliberations ? 

Mr. Wuirren. Well, probably so, Mr. Chairman, although not in 
as much detail as 1 would really like to have such information. 

I think probably in answer to that question I should say that re- 
habilitation is a broad field and requires the utilization of specialists 
in many areas; for instance, the counselor, the physician, physical 
therapist, occupational therapist, social worker, and several different 
specialized degrees of social work, the rehabilitation counselor, and 
even others. 

In other words, the solution to the problem of personnel does not 
depend upon the development of any one group. 
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When it comes to my concern for personnel, my chief concern is in 
the field of rehabilitation counselors and physical therapists, because 
I think the shortage is greater there. For instance, we have now in 
the Federal-State program of rehabilitation about 1,200 counselors, 
people who carry caseloads, actually working with the crippled 
people. It is estimated that under the Pi -esident’s proposal about 
3,000 more will be needed by 1960. 

One thing that is alarming about this is the fact that there is as 
yet no real formal way of training rehabilitation counselors in great 
numbers. There are only three universities in the country that train 
counselors on the graduate level, New York University, Columbia 
University, and Ohio State University, and altogether they have 
about 60 or 70 in training at the present time. 

Now, our association has a committee, by the way, which is trying 
to define the rehabilitation counselor’s job and to help colleges and 
universities institute curricula which will train such persons. 

I mentioned the physical therapist. At the present time we have 
29 schools of physical therapy—by the way, this is a key person in 
the physical medicine rehabilitation section. It is a person that actu- 
ally does the manipulating of joints, muscles, and so forth, which 
brings about the recovery. 

There are only 527 students in those schools at the present time, al- 
though 1,100 could be taken care of with the facilities now existing. 
Just exactly what we are going to do to get enough physical therapists 
to operate our program is : difficult to know unless some artificial stim- 
ulant to recruiting, scholarships, and so forth to provide such training 
is used. 

Senator Purrett. I might say that we have here a list of the ap- 
proved schools of physical therapy, and at this point in the record we 
will insert it, have it become a part of the record. 

(The list of approved schools of physical therapy is as follows :) 
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[Reprinted from the Journal of the American Medical Association, December 17, 1949, 
Vol. 141, pp. 1169 and 1170. Copyright, 1949, by American Medical Association] 


PRESIDENT’S HEALTH RECOMMENDATIONS 


ESSENTIALS OF AN ACCEPTABLE SCHOOL OF PHYSICAL THERAPY, PREPARED BY THE 
Counctn ON MeEpIcAL EDUCATION AND HOSPITALS OF THE AMERICAN MEDICAL 
ASSOCIATION ; REVISED TO DECEMBER 1949 


PREAMBLE 


The Council on Medical Education and Hospitals of the American Medical 
Association, the Council on Physical Medicine and Rehabilitation of the American 
Medical Association and the American Physical Therapy Association are directly 
concerned in the training of physical therapists. The Council on Medical Educa- 
tion and Hospitals establishes standards, inspects and approves schools and pub- 
lishes lists of acceptable schools. With the cooperation of the Council on Phyical 
Medicine and Rehabilitation and the American Physical Therapy Association, 
standards have been established for this type of training for the information of 
physicians, hospitals, schools, prospective students and others, and for the 
protection of the public. 

Therapists are being trained in these schools to work under the direction of 
qualified physicians and not as independent practitioners of physical therapy. 


I. ORGANIZATION 


1. Schools of physical therapy should be established only in medical schools 
and hospitals approved by the Council on Medical Education and Hospitals of 
the American Medical Association or in colleges and universities affiliated with 
acceptable hospitals and accredited by the Association of American Universities 
or the respective regional associations of colleges and secondary schools. 

2. Responsibility for schools in hospitals should be placed on the hospital 
administration rather than the director of the department. In colleges and 
universities this responsibility is on the controlling board as for other schools 
or departments. 

3. Resources for continued operation of the school should be insured through 
regular budgets, gifts or endowments; but not entirely through students’ tuition 
fees. Experience has shown that commercial schools operated for profit fre- 
quently do not adhere to proper ethical and educational standards and are not 
acceptable, 

1. There must be available records of high school, college work and other cre- 
dentials of students. Attendance and grades of students together with a detailed 
analysis of their clinical experience shall be carefully recorded, by means of 
which an exact knowledge may be obtained regarding each student’s work. 

5. At least four students should be enrolled in each class. One or more classes 
may be enrolled each year. 
Il. FACULTY 


6. The school of physical therapy should have a competent teaching staff. 
Appointments should be based on thorough education, training and experience. 
The school should be under the direction of a physiatrist or other physician 
whose qualifications are acceptable to the Council on Medical Education and 
Hospitals. The technical director should be a qualified physical therapist with 
two and preferably three years of general experience, training in educational 
methods and tests, should be registered or eligible for registration and should 
possess an academic degree. The staff should include not less than one qualified 
salaried instructor and in each institution where clinical practice is carried on 
not less than one qualified physical therapist for each six students. The ques- 
tions of full time and part time appointments is not as important as the qualifica- 
tions of the instructors, who should be specialists or exceptionally well trained 
and well qualified in the lines they are teaching. 
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Ill, FACILITIES 


7. Provision should be made for each student to receive clinical practice ade- 
quate in kind and amount under the supervision of a physician qualified in phys- 
ical medicine in a hospital or other institution acceptable to the Council on Medi- 
"al Education and Hospitals of the American Medical Association. 

Students should be sent to affiliated hospitals for training only when close 
supervision can be maintained and wherever possible to departments having a 
qualified physiatrist in charge. Students shall not be sent to private offices of 
physicians for clinical practice. 

8. Adequate equipment should include anatomic charts, models and other aids 
to effective teaching. It is suggested that the student dissect at least a lateral 
half of the human cadaver or have the benefit of demonstrations of such disec- 
tions, supplemented by the use of the skeleton and disarticulated bones, 

9. A library of adequate space and availability and containing up-to-date ref- 
erences, texts and scientific periodicals pertaining to physical therapy should be 
maintained. 

IV. ADMINISTRATION 


10. There should be careful and intelligent supervision of the entire school by 
an executive officer who, by training and experience, is fitted to interpret the 
prevailing standards in physical therapy education with sufficient authority to 
carry them into effect. 

11. The admission of students to the physical therapy school must be in the 
hands of a responsible committee or examiner, whose records shall always be 
open for inspection. Documentary evidence of the student’s preliminary educa- 
tion should be obtained and kept on file. When the physical therapy school is an 
integral part of the universtiy, this work usually devolves on the university 
examiner. 

V. REQUIREMENTS FOR ADMISSION 


12. Candidates for admission should be able to satisfy one of the following 
requirements : 

(a) Graduation from an accredited school of nursing. 

(0) Graduation from an accredited school of physical education. 

(c) Two years or more of approved college training including satisfactory 
courses in biological and physical sciences. Courses in psychology, physics, and 
chemistry, as well as biological sciences are highly recommended for all who 
seek to enter training courses in this field. 

13. Advance standing may be granted to students for work done in other 
acceptable physical therapy school or hospital departments, provided the en- 
trance requirements and other essentials herein set forth have been met. Official 
verification of the student’s previous physical therapy work should be obtained 
by direct correspondence with the schools previously attended, and his pre- 
liminary qualifications should also be verified and recorded in a similar manner as 
for first-year students. 

14. All applicants should be required to submit a physical health report in- 
cluding evidence of successful vaccination, All students should be given a med- 
ical examination under the supervision of the official school physician as soon as 
practicable after admission and this examination should include a roentgen 
examination of the chest. 

VI. PUBLICATIONS 


15. The school should issue, at least annually, a bulletin setting forth its or- 
ganization, resources, entrance requirements, tuition fees, Clinical facilities, 
affiliated hospitals, a detailed description of the courses and the names of the 
members of the faculty with their respective qualifications. 
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VII. CURRICULUM 


16. Length of course.—The minimum length of full-time training for the course 
should be 35 weeks. 
17. Distribution of time: 
Clock hours 


Subject — Qualifications of instructors 
Theory | Practice 


a. Applied sciences 


Anatomy 121 

Pathology 30 . 

Physiology = 45 . D. or other instructor qualified 
Psychology 15 if ~ specialty 

Physics (2) 


b. Procedures 


Electrotherapy 25 40 


Radiation therapy 3 5 5 
Hydrotherapy 5 15 Qualified physical therapist. 
M assage ; 10 45 
Therapeutic exe reise 30 75 
c. Physical therapy as applied to: | 
Medicine , 15 | 30 | 
Neurology ee 10 15 M. D. for theory; qualified physi- 
Orthopedics : aa 15 30 cal ther: apist for practice. 
Surgery endet _—s 15 | 30 
d. Ethics and administration 5 | Qualified physical therapist. 
e. Electives | 150 Qualified physical therapist. 
f. Clinical practice 1 400 | M. D. and qualified physical ther- 
| | apist. 
a i caked ateiiat teint alain ‘ = 210 660 330 | 
Total hours............ ee ee 1,29 | 


an - - | Ee 


1 Theory and practice. 
2 Correlated with other subjects. 
3 X-ray and radium therapy not included in course for physical therapy students. 


Suggested electives: Asepsis, bandaging, first aid, history of physical therapy, hygiene, joint measure- 
ments, journal club, public health, office routine, occupational therapy, records, social service. 


VIII. ADMISSION TO THE APPROVED LIST 


18. Application for approval of physical therapy schools should be thade to 
the Council on Medical Education and Hospitals, 535 North Dearborn Street, 
Chicago 10, Ill. Forms will be supplied for this purpose on request. They should 
be completed by the administrator of the institution requesting this approval. 
Inquiries regarding the registration of qualified therapists should be addressed 
to the American Registry of Physical Therapists, 30 North Michigan Avenue, 
Chicago 2, Il. 

19. Approval may be withdrawn whenever in the opinion of the council a 
school does not maintain an educational service in accordance with the above 
standards. Whenever a training program has not been in operation for a period 
of 2 consecutive years, approval may also be withdrawn. 

20. Approved schools should notify the Council on Medical Education and 
Hospitals whenever personnel changes occur in relation to the medical director 
or the technical director of the school. 


Mr. Wuirren. By the way, it is estimated that with respect to 
physical ther apists, that 3,000 or 4,000 should be available in the next 
8- or 10-year period, and, as I say, there are only 527 now in all this 
list of schools that you have. 

I would sincerely hope, by the way, that what funds the Office of 
Vocational Rehabilitation has available for training will be used al- 
most entirely in the two fields of rehabilitation, counseling, and in 
physical therapy, although I am sure that some use can be found for 
funds in other areas. 
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Now, in occupational therapy the situation is a little more hearten- 
ing. There are now 2,156 persons being trained as occupational 
therapists. Incidentally, that is at the undergraduate level in most 
instances. There is a shortage still of occupational therapists, but it 
doesn’t appear to be as serious as that of physical therapists. 

Senator PurTELL. May I interrupt and say at this time we have here 
a list of approved schools of occupational therapy, and that, too, will 
become a part of the record at this point. 

(The list of approved schools of occupational therapy is as follows :) 
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{Reprinted from the Journal of the American Medical Association, December 17, 1949, 
vol. 141, pp. 1167-1169. Copyright, 1949, by American Medical Association ] 


PRESIDENT’S HEALTH RECOMMENDATIONS 


ESSENTIALS OF AN ACCEPTABLE SCHOOL OF OCCUPATIONAL THERAPY, PREPARED BY 
THE COUNCIL ON MEDICAL EpUCATION AND HOSPITALS OF THE AMERICAN MEDICAL 
ASSOCIATION ; REVISED TO DECEMBER 1949 


PREAMBLE 


The Council on Medical Education and Hospitals of the American Medical 
Association, the Council on Physical Medicine and Rehabilitation of the Ameri- 
can Medical Association and the American Occupational Therapy Association 
are directly concerned in the training of occupational therapists. The Council 
on Medical Education and Hospitals establishes standards, inspects and approves 
schools, and publishes lists of acceptable schools. With the cooperation of the 
Council on Physical Medicine and Rehabilitation and the American Occupational 
Therapy Association standards have been established for this type of training 
for the information of physicians, hospitals, schools, prospective students and 
others, and for the protection of the public. 

Therapists are being trained in these schools to work under the direction of 
qualified physicians and not as independent practitioners of occupational 
therapy. 

I. ORGANIZATION 


1. Occupational therapy schools should be established only in medical schools 
approved by the Council on Medical Education and Hospitals or in colleges and 
universities affiliated with acceptable hospitals and accredited by the Association 
of American Universities or the respective regional associations of colleges and 
secondary schools. 

2. The schools should be incorporated under the laws regulating nonprofit 
organizations. The control should be vested in a board of trustees composed of 
public spirited individuals having no financial interest in the operation of the 
school. The trustees should serve for reasonably long and overlapping terms. 
If the choice of trustees is vested in any other body than the board itself, this 
fact should be clearly stated. Officers and faculty of the school should be 
appointed by the board. 

3. Hospitals are required for clinical practice but should not attempt to operate 
a school of occupational therapy independently. 


Il. RESOURCES 


Ixperience has shown that an adequate school of occupational therapy 
cann t be maintained solely by the income from students’ fees. No occupational 
therapy school, therefore, should expect to secure approval which does not have 
a substantial additional income. 

Ill. FACULTY 


5. The school of occupational therapy should have a competent teaching staff 
graded and organized by departments. The director of the school should be a 
qualified occupational therapist whose qualifications are acceptable to the Coun- 
cil on Medical Education and Hospitals, who has had at least 3 years’ clinical 
experience, is registered or eligible for registration and has an academic degree. 
The clinical training in a school of occupational therapy should be under the 
direction of a physician or a committee of physicians whose qualifications are 
acceptable to the council. If a committee provides the direction, the chairman 
should be designated as medical director. An advisory committee may also be 
established including representatives from the departments of the college, uni- 
versity or medical school which participate or cooperate in the teaching of 
occupational therapy students. 

IV. PLANT 


6. The physical plant should provide adequate lecture rooms, class laboratories 
and administration offices. Equipment should be adequate for eflicient teaching 
in the various departments. 

7. A library of adequate space and availability and containing standard texts 
and leading periodicals in occupational therapy should be provided. 


Vv. ADMINISTRATION 


% iSiupervision.—There should be careful and intelligent supervision of the 
en’) school by a director with sufficient authority to maintain the established 
slau 
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9. Records.—There should be systematic records showing credentials, attend- 
ance, and grades of the students. 

10. Credentials —The admission of students to occupational therapy schools 
should be in the hands of a responsible committee or examiner. ‘Documentary 
evidence of the students’ preliminary education should be obtained and kept on 
file. 

11. Advanced standing.—At the discretion of the administration, advanced 
standing may be granted for work (or experience) required in the occupational 
therapy curriculum which has been done in other accredited institutions. Offi- 
cial verification of previous work (or experience) should be obtained by direct 
correspondence. Preliminary qualifications should also be verified and recorded. 

12. Number of students —The number of students admitted to the training 
course should be limited by the facilities of the school. 

In practical work of a laboratory nature the number of students that can be 
adequately supervised by a single instructor is in general exeprience about 15; 
in lectures the number may be larger. A close personal contact between stu- 
dents and members of the teaching staff is essential. 

13. Discipline-——Each training school reserves the right to drop a student at 
any time for any cause which the school authorities deem sufficient. 


VI. PUBLICATIONS 


14. The school should issue, at least biennially, a bulletin setting forth the 
character of the work which it offers. Such an announcement should contain a 
list of the members of the faculty with their respective qualifications. 


VII. PREREQUISITES FOR ADMISSION 


15. Education.—Colleges offering training courses in occupational therapy 
which are combined with work leading to a bachelor’s degree should require the 
candidates for this combined course to comply with the regular entrance re- 
quirements of the school concerned. Other candidates should furnish proof of 
having completed 1 year of college education or its equivalent. 

16, Character—All candidates should be required to present evidence of good 
character, general fitness, and emotional stability. 

17. Health.—All applicants should be required to submit a physical health 
report including evidence of successful vaccination. All students should be 
given a medical examination under the supervision of the official school physician 
as soon as practicable after administration and this examination should include a 
roentgen examination of the chest. 


VIII. CURRICULUM 


18. Length of course.—The minimum length of full-time training for the course 
should be 100 weeks. The course should include not less than 64 weeks of 
theoretical and technical instruction and lot less than 36 weeks of hospital 
practice training as set forth in succeeding sections. 

19. Distribution of time.—The period devoted to theoretical and technical train- 
ing should include not less than 64 semester hours, of which not less than 39 
semester hours should consist of didactic instruction and not less than 25 hours 
of technical instruction in therapeutic activities. 

The curriculum should be so arranged that students placed in hospitals for 
practical training before the completion of their theoretical and technical instruc- 
tion should have covered those portions of the curriculum which pertain to the 
clinical fields to which they may be assigned for practical instruction. 

(a) Theoretical: The hours devoted to theoretical training should be still 
further subdivided as follows: 


Required subjects : Semester, 

(1) Biologie science to include: hours 
Anatomy--_-_----~- ehh i te et th birt hao aetna silent lls es cree shales le dba te adblabon 
OO on Shwe i ich sed sive irs 
PROUT OR i a hittin Sable ctelb aliens 18 
PIII Taina sisi octal sain ehanialenal bielenasaecsesagiantiioncumaahel 
PCT a ee Gol se tien Jeo 

(2) Social sciences to include: 
iat ad hatin ceuine haiinmendnindiociameminabnddliae ] 
Sa I snd sestehiinietip dicen thier nabeslan mtv 
Social and educational agencies___............_________ 
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Continued 
Theory of occupational therapy to include: 
Administration__________~_- 

4eneral medicine and surgery 

St | RES Treen 

Pediatrics oe 

po ee 

UN iin edad latin siienin' renee eis 
(4) Clinical subjects to include: 

General medical and surgical: 
Blindness and deafness_______._------- 
EI CO i iti nmmme 
Communicable diseases___ 


Required subjects 
(3) 


Pediatrics..._...... TREE 
I 
Tubereulosis________ 
neti etek. 


(5) 
RE 


(b) Technical: 


RECOMMENDATIONS 





Semester 
hours 


39 » 


secause of the increasing demands of the medical profession 


for qualified therapists trained in special fields applicable to the education and 
training of disabled persons, as well as to the treatment of the sick, there should 


be a certain amount of flexibility in technical requiremen 


A minimum of 25 semester hours should be devoted to technical training. 


ts. 


The 


maior portion of these 25 semester hours may be in one of the following fields, 


with survey courses in other fields: 


(1) Arts. fine and applied; design, leather, metal, plastics, textiles and wood. 


(2) Education, special and adult 


-home economies and library science. 


(3) Recreation—musiec, dramatics, social activities, gardening, and physical 


education. 


(c) Clinical training: The time for clinical training should be not less than 


36 weeks (9 months). 
for less than 8 weeks. 


No student should be assigned to a clinical-training center 
(Rotating assignments may be made within a given center 


so that the student may have varied experience with different patient groups 


within the one institution. 
than 4 weeks.) 


(surgical, 


neuromuscular and 


IRI? UCN ope teeta mons 

Physical disabilities 
orthopedic). 

I Te eens 

Pediatrics_- a alta lee . 

General medicine and surgery (other than physical 
disabilities). 


IX, HOSPITAL AFFILIATIONS 


Each of these assignments should be for not less 
The division of time in the various fields shold be as follows: 


Not less than 12 weeks. 
Not less than 8 weeks. 


4 to 8 weeks. 


Do. 
Do. 


20. Hospitals or institutions affiliating for clinical training should be care- 
fully selected by the director of the school in consultation with the medical . e 


director. 


No occupational therapy department should be considered for training 


students unless the director of the department who serves as the instructor is a 


competent occupational therapist, qualified to supervise 


students. 


21. The school, at the beginning of each clinical assignment, should supply the 


instructor in charge with pertinent information regarding students’ education, 


experience, special abilities, and 1. .tth. 


22. The instructors in the clinical training departments should be considered 


members of the extra-mural staff of the school. 


As such they should be familiar 


with the content of the school courses pertinent to the particular area of occupa- 
tional therapy in which students are being trained so that effective correlation 


of didactic and clinical training may be achieved. 


An outline of the clinical 


training program should be submitted to the school with which affiliation is 


maintained. 


23. Each affiliated institution should have a well-defined program to interpret 
the function of occupational therapy in its own area or type of service, including 


the following: 
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(a) Orientation to the program of the institution. 

(b) Interpretation of objectives. 

(c) Participation in treatment procedure. 

(ad) Methods of determining progress, evaluation, and recording results. 

(e) Teaching procedure in technical media most frequently used. 

(f) Plan for patients on discharge. 

(9g) Organization and administration of the occupational therapy department, 

There should also be a planned program of lectures, clinics, staff meetings, 
conferences, etc., to give the student adequate understanding of the medical 
background and allied professional services in the field or fields in which each 
institution is concerned. 

24. Written records of patient progress and case studies should be submitted 
to the instructor in charge by each student. Students must obtain satisfactory 
rating in clinical training before the diploma is granted. 

25. Each instructor should maintain records covering the student’s personal 
adjustment and general abilities. A report based on these records should be 
sent to the school on the termination of the student’s period of training. 


X. ADMISSION TO THE APPROVED LIST 


26. Application for approval of a school of occupational therapy should be 
made to the Council on Medical Education and Hospitals of the American Med- 
ical Association, 585 North Dearborn Street, Chicago 10, Ill. Forms will be 
supplied for this purpose on request. They should be completed by the admin- 
istrator of the institution requesting this approval. Inquiries regarding the 
registration of qualified therapists should be addressed to the American Occupa- 
tional Therapy Association, 338 West 42d Street, New York 18, N. Y. 

27. Approval may be withdrawn whenever in the opinion of the council a 
school does not maintain an educational service in accordance with the above 
standards. Whenever a training program has not been in operation for a period 
of 2 consecutive years, approval may also be withdrawn. 

28. Approved schools should notify the Council on Medical Education and 
Hospitals whenever personnel changes occur in relation to the director or med- 
ical director of the school. 


Mr. Wnrren. With respect to the physiatrist, who is a physician 
who is a specialist in physical medicine rehabilitation, there are less 
than 100 such persons in residency training—that is where they train 
them, as residents—in the schools of the country, and about half of 
whom are in Dr. Rusk’s institute in New York. But again I would 
point out that one physician can supervise the work of a great number 
of physical therapists in this field. Therefore, in the ‘zeal to train 
physicians for this particular area, we shouldn’t lose sight of this 
physical therapist who is the person who actually does, shall we say, 
the spadework in returning this person to employment under the direc- 
tion of the doctor. 

That is at least a partial answer to your question, Mr. Chairman. 

If it is all right with you, I will put this in a little better condition 
and submit it sometime this week for the permanent record. 

Senator Purre.t. We would like to have it, and it will become a 
part of the record. 

(See letter, p. 400.) 

Senator Purrei.. Of course from your remarks I am sure that you 
are in favor of that provision in 2759 which authorizes funds for 
training. 

Mr. Wuirren. Yes, I am. I am a little bit concerned, though, 
about one detail. Now, for instance, the bill itself refers to the short- 
term training. In other words, so far as it is spelled out in the bill, 
under the administrative section, that is the only kind of training the 
Secretary could sponsor, but we are told that the special project fund 
could be used for the same purpose on a broader scale. 
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But it is not spelled out. Department officials have indicated that 
a great deal of the special project money may go into this area. 

T would say that I certainly hope so, because you can’t attack the 
basic problem very well under the short-term training which is pro- 
vided for in the administrative section. It would be very helpful, but 
such training would just be refresher courses, 6 weeks, 3-month courses, 
to orient people to rehabilitation. 

Senator Purre... Senator Goldwater, have you any questions? 

Senator Gotpwater. Well, I have some questions, but before we 
leave this particular subject, do you have any tables to show the 
salaries paid these people after they have been trained ? 

Mr. Wiitrren. I do not have; no, sir. I think that figures, though, 
can be secured for the record in this field. 

For irstance, I know the physical therapists now generally start at 
about $2,000 a year, which, by the way, is several hundred dollars 
higher than she started only: a few years ago. The at has been one of 
the troubles. Therapis and by the way, 
the rehabilitation satan toa ~apaiaanaae Satie as professional 
people at high enough level to warrant high salaries. That is some- 
thing that just takes time for the people to ; comprehend. 

I have often said that I don’t know any person that needs to know 
more about more different things than a rehabilitation counselor, for 
instance, and yet there is nowhere he can go, or very few places at least, 
to get. trained. 

Senator Gotpwater. The reason I ask that question, usually when 
you find any particular section of an industry or section of a profession 
that is not being filled up by students or graduates, you find that the 
pay is relatively low, and I think, Mr. C hairman, it might be well to 
incorporate in these hearings a table showing the prevailing rates of 
pay to these experts after they have graduated. 

Senator Purret.. Do you have one available ? 

Senator Gotpwarter. I think we can get it. 

Senator Purrety. If we can get one, or if you have any information 
that will be helpful to us, it will become a part of the record, and we 
shall attempt to get that. 

Mr. Wurrren. I will see what I can furnish for the record on that, 
Mr. Chairman. 

(The information above referred to, is as follows :) 








APRIL 7, 1954. 
Hon. WILLIAM A, PURTELL, 
Chairman, Senate Committee on Labor and Public Welfare, 
Senate Office Building, Washington 25, D. C. 

DEAR SENATOR PuRTELL: On Monday, eae 5, 1954, I had the pleasure of speak- 
ing before your committee on behalf of the N ‘ations il Rehabilitation Assecciation, 
supporting the President’s proposals for an expanded program of rehabilitation 
for our handicapped. 

As a result of my statement and a number of questions asked by you and your 
colleagues, I agreed to provide you by letter with whatever information we could 
obtain on the personnel needs in the field of rehabilitation. I believe it is safe 
to say that there is a critical shortage of all professional persons engaged in this 
field of work. 

May I preface my statement by saying that these figures have been compiled 
from a number of sources, that some are a year old, and that some are subject 
to statistical criticism by experts in the field as they do not all use the latest 
statistical techniques known. Be that as it may, they give a good general picture 
of the personnel needs in the rehabilitation field. 
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1. Physiatrists 


There are 20 to 25 medical schools which currently offer training to doctors in 
physical medicine and rehabilitation—more commonly called physiatrists. There 
are, at present, almost 100 doctors receiving this training. Although there is a 
very real shortage of these physiatrists, we believe that competent persons can 
be attracted to the field without too much difficulty if current facilities are 
expanded and salaries are made attractive. Properly employed, a physiatrist 
“an supervise the work of many persons on the rehabilitation team, and it will not 
always follow that the addition of other personnel will mean the addition of 
another physician. The construction of adequate rehabilitation centers should do 
much to attract doctors to this field, who previously had interests in other 
disciplines. 


2. Rehabilitation counselor 


Currently there are 1,200 counselors in the existing State-Federal rehabilita- 
tion program who are rehabilitating 60,000 handicapped persons per year. It is 
estimated that an additional 3,000 counselors will be needed to reach the Presi- 
dent’s figure of 200,000 rehabilitants per year. 

The average counselor in the State-Federal program receives a salary of 
$4,581. Somewhat higher salaries will be necessary if the right people are to 
be attracted and if stable personnel conditions are to be maintained. At pres- 
ent the Federal Government pays its vocational rehabilitation counselors in 
the CA a salary between $5,940 to $6.940 per year. State salaries will have to 
more closely approach this figure in order for them to hold on to their personel. 

There are only three schools which currently have a curriculum in rehabili- 
tation—all on a graduate level. They are New York University and Columbia 
University in New York, N. Y., and Ohio State University in Columbus, Ohio. 
Funds must somehow be made available to colleges and universities to begin 
undergraduate curricula in rehabilitation as the skills and training necessary 
to do this work are now more than apparent. Funds are also needed for the 
establishment of a greater number of graduate schools teaching rehabilitation. 





> 


3. Psychiatrie social workers 

This is an acute shortage of psychiatric social workers. Currently there 
are 40 schools teaching this, the enrollment of which is 4,065 while there are 
4,500 trained werkers in the field. There is an estimated need of 15,000 of 
these professional workers by 1960. This does not take into consideration the 
President’s proposal which would raise this figure sienificantly. 

It must be borne in mind that this is the newest area of disability that rehabili- 
tation has entered. Dramatic results are becoming apparent, and this area 
must be pushed forward vigorously lest our hospitals be Gverrun with patients. 
4. Medical social workers 

Currently there are 3,150 students in training in medical social work and 3,065 
now employed. A large number of persons leave this field after graduation, 
due to a number of factors; i. e., marriage, low salaries, etc., the average salary 
being $3,440. The highest salaries are paid by the Federal Government and the 
lowest by the private programs. More schools, scholarships, recruiting pro- 
grams, and better salaries will attract and hold people in this field. Primarily 
on the graduate level, there are 46 schools with an enrollment of 206. These 
schools could expand their student bodies by 100 percent but even this would 
not be enough. Ten times the present enrollment is needed to meet our present 
anticipated needs, and more if the President’s proposals are enacted. 

5. Physical therapists 

There are 29 schools which teach physical therapy enrolling 527 students. 
Eight or ten times the present number of students are needed if we are to fulfill 
existing job vacancies. It is estimated that 8,000 more therapists are needed 
by 1960—more if the President’s program is to be achieved. 

Schools are not operating at capacity ; scholarships are necessary and salaries 
should be increased to attract and hold people in the field. The average salary 
of a physical therapist in a voluntary agency is between $3,000 and $3,500. The 
writer has been given examples of professional persons who have left this field 
for semiskilled and labor jobs which pay much higher salaries. It would seem 
foolish for a young man to enter this field who planned to support a family. 
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6. Occupational therapists 

There are 27 schools which offer degrees and certification in occupational 
therapy work with 2,156 students enrolled. Present schools could expand 25 to 
150 percent and would only partially meet the problem. Six to eight times 
present enrollment is necessary. Scholarships, recruitment funds, and financial 
aid to schools are badly needed if even present demands are to be met. 

The average occupational therapist in the voluntary agencies earns from 
$2,810 to $4,050. Contrast this with the fact that the Armed Forces offers them 
salaries from $3,789 to $6,453—other Federal agencies going as high as $8,140. 
One can see that the Federal Government offers real competition in bidding for 
these peoples services. There are now 2,945 job vacancies and no immediate 
prospect for filling them. It is estimated than 7,500 to 8,000 more occupational 
therapisis will be needed by 1960. 

The solution to these critical labor shortages are complex and require long- 
range planning and financing. Almost all schools in these professions are willing 
to expand. Additional schools are also necessary. Not only are moneys for 
recruitment and scholarships badly needed, but also on the other end, salaries 
must be increased in order to hold the trained personnel which we do have in 
their respective fields. 

Increased salaries would bring more men into the predominantly women’s 
field of occupational therapy, physical therapy, and social work, resulting in 
greater employment stability. Some of these problems can begin to be attacked 
through funds which have been requested by our Secretary of Health, Education, 
and Welfare for the expressed purpose of expanding personnel. However, once 
adequately trained persons in sufficient amounts are forthcoming, it will be up 
to the Federal and State Governments to provide adequate sums of money to 
hire and hold these people. Adequate Federal and State funds have a direct 
bearing on the number and kinds of persons in these fields today and they will 
have much to say regarding the number and quality of personnel in the future. 

I am cognizant of the fact that these figures are neither adequate nor exhaustive 
in their penetration or analysis of the problem. I do believe, however, that they 
illustrate the acuteness of our problem and give a general picture of what we 
have to work with at the present time. 

I sincerely hope this information will be of help to you in your deliberations. 

With best wishes, I am, 

Sincerely yours, 
E. B. WHITTEN, Erecutive Director. 

Senator Gotpwarer. Mr. Chairman, I have a few more questions 
on another subject. Do you feel, Mr. Whitten, at the present time 
that this function is properly placed under Health, Education, and 
Welfare? 

Mr. Wuirren. I do. 

Senator Gotpwater. You know, there is quite a bit of interest among 
some people on the Hill to place this under the Labor Department. 
Would you tell us why you feel it should not be under the Labor De- 
partment inasmuch as you fel it is properly placed now ? 

Mr. Wuirren. This matter has been one of controversy for several 
years. My feeling, and I might say it is the feeling of the leaders 
of our association all the way through, is that rehabilitation is a pro- 
gram which cuts across practically every program that is in the 
Department of Health, Education, and Welfare. For instance, it 
is partially an educational program, and there is the Office of Educa- 
tion in the Department. 

It has close relationships with public welfare, and will have even 
closer in the years ahead if some of the President’s proposals come 
into existence, so it is necessary to have a very close relationship with 
this program. 

With the Public Health Service, it has its medical program, and now 
the Public Health Service furnishes the medical officers for the 
Office of Vocational Rehabilitation, and with the Hill-Burton amend- 
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ments providing rehabilitation facilities, it is going to be even more 
necessary to maintain a very close relationship; so in practically every 
area of the Department’s functions you find rehabilitation closely 
affected. 

Now, I realize that the arguments in favor of moving the program 
to the Department of Labor have been based upon the fact that the 
Employment Service is there and that a job is the goal in rehabilita- 
tion, and that is true, and it is necessary that there be a very close 
relationship between the Office of Vocational Rehabilitation and the 
“mployment Service, and that some relationship should exist at the 
State level, but it appears that for operating purposes it is much more 
essential that the Office of Vocational Rehabilitation be where it is, 
very closely related to all of these programs which I have mentioned. 

And, by the way, I might add that several studies have been made 
on this at various times, dating back to the Kelly committee of the 
House of Representatives, 1946, the Hoover Commission in 1949, the 
Bureau of the Budget in 1950. There were elaborate hearings on 
this point in 1950 in 1 the Senate with the same conclusion, so it looks 
like both from the standpoint of logic and investigation there never 
has been but one answer that has come out on this thing. In fact, our 
organization is virtually, I guess, unanimous on it. It is not even a 
matter of discussion among us as to where it ought to be. 

Senator Gotpwarer. You feel if there is any reason at all for the 
consideration to be given to placing it under the Labor Department, 
it is because of the closeness that is necessary at the State level, not 
at the Federal level ? 

Mr. Wuirren. Yes; that is true. I have been an administrator of 
a State rehabilitation program myself, and we worked very closely 
with the Employment Service; in fact, there was a time when we had 
our counselors stationed in the Employment Service offices, and I 
want to say right here that we approve thoroughly the provisions of 
this bill that require cooperative agreements between the State re- 
habilitation agencies and the State employment service agencies, and 
that require the utilization of such services. 

Frankly, I don’t think the law is very necessary, but we certainly 
know it has a good intent. Yes, that is where the cooperation is 
extremely essential, at the local level. 

Senator Gotpwarter. In effect then, if you put it under the Labor 
Department, you would be doubling wp, so to speak, in the costs and 
the problems of operating this? 

Mr. Wuirren. Well, I have never given any consideration, Senator 
Goldwater, to what the cost would be administratively. I sometimes 
think we put too much emphasis on these matters of who administers 
what anyhow. It has just appeared so logical that this program be 
administered along with the companion programs that we have never 
gone into any matter of how many dollars would be involved in 
transferring it. Of course, you know the Employment Service has 
had a very uncertain record itself with respect to where it is admin- 
istered. It has been shifted from the Federal Security Agency and 
the Department of Labor 2 or 3 times. 

Senator Purrett. Any other questions, Senator Goldwater ? 

Sen: itor Gotpwater. Well, I agree with you 100 percent on this. 

I was merely trying to bring out a point there that if it went into the 
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Labor Department, they couldn’t accomplish anything more at the 
Federal level than is now bei Ing ac ‘complished through HE \W. Where 
you really get this job done is out in the States, and we don’t need 
another Federal agency back here doing what the States are already 
doing. 

Mr. Wuirren. We certainly would oppose any effort to strengthen 
the Federal Government’s hand so far as the actual operation of the 
program at the State level is concerned. 

Senator Gotpwater. You will find me going right along with you in 
that respect. I do want to ask one more question. Can adequate 
facilities be built now under the present Hill-Burton Act? 

Mr. Wuirren. Well, I think I touched on that before you came in, 
Mr. Goldwater, but I am glad to make an additional statement. There 
is a certain type of rehabilitation fac ility that can be built under the 
Hill-Burton Act as it now is, but that would be either a wing to a 
hospital which would be called the rehabilitation wing, or else part of 
a medical teaching center which taught physical medicine and rehabil- 
itation. The comprehensive rehabilitation center which includes both 
medical and vocational aspects of rehabilitation cannot be built under 
the definition of a hospital now in the Hospital Survey and Construc- 
tion Act. 

Senator Gotpwater. Thank you. That is all, Mr. Chairman. 

Senator PurretL. You think there are some types of rehabilitation 
facilities which would be required that probably might be provided 
away from a basic hospital center, is that right ? 

Mr. Wuirren. Yes, that is right. In fact, there are many of them 
that should be apart from regular hospitals. 

Senator Purreti. Thank you. 

Mr. Wurrren. And should serve several hospitals, probably. 

Senator Purrett. Thank you. Senator Hill? 

Senator Him. They are for the treatment and rehabilitation of 
disabled people, aren’t they / 

Mr. Wuirren. The rehabilitation facilities ? 

Senator Hitz. The rehabilitation facilities. 

Mr. Wuirren. Yes. 

Senator Hint. I know when Senator Taft and I were working on 
the regional Hospital Survey and Construction Act, we tried to write 
that as broad as we could. We even set out a number of types of 
hospitals, and then we went further and used the words, and I quote, 
“other types of hospitals.” That would just about take in any type . 
of hospital, other types of hospitals. 

I realize that the Public Health Service has made certain regula- 
tions, and under those regulations maybe they have drawn it tighter 
than we had in mind or than we intended at the time we passed the bill. 
Surely a simple amendment to the bill could remove any question 
about that; isn’t that true / 

Mr. Wuirren. Well, the only comment that I can make on that is 
that the legislation needs to be changed for the type of rehabilitation 
center we visualize. Just now you do it in a new bill or by « amending 
the » present act 

Senator Hiri. Does your association have what we might call a 
definition of a rehabilitation center ? 

Mr. Wurrren. Well, I will say that I think the one found in 
S. 2759 comes about as near being ours as we could write. 
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I know that some people appearing before your committee will prob- 
ably leave the impression, maybe without intending to, that a rehabili- 
tation center is just the place where certain types of specialized medical 
care is exercised, but that is not my idea of a rehabilitation center 
nor that of my association. We think of such a center as being where 
the professional services of all of these members of the rehabilitation 
team, the vocational counselor, the vocational trainer, the physical 
therapist, the occupational therapist, the psychologist, all work on this 
person—and for instance, we find that the incorporation into a 
rehabilitation facility of a vocational department makes all the differ- 
ence in the world. While he is getting his physical exercise on the 
one hand and his medical treatment, if during the part of the day he 
‘an go over to the vocational shops and be learning a trade, it motivates 
the whole thing, and it is that vocational part, you see, that you can’t 
build under the Hospital Construction Act. 

Senator Hixt. In our veterans’ hospitals we have all these different 
parts, don’t we? 

Mr. Wuirren. I don’t know the degree to which the Veterans’ 
Administration has vocational facilities in their rehabilitation centers, 
You see, they have always worked on a different basis from civilian 
rehablitation. They physically restore a man and then switch him 
to an entirely different department which has responsibility for getting 
him trained, and then after the training is over, he goes to an entirely 
different place to get a job. 

In the civilian rehabilitation the effort has been made to retain 
responsibility in one person to carry that all the way through. 

Now, the Veterans’ Administration has these facilities, shall I say, 
available to them, but not all in one rehabilitation facility. That is my 
judgment of it. 

Senator Hi. You mean they might move from one place to 
another ¢ 

Mr. Wurrren. One building to another, one area to another. 

Senator Hii, I think, Mr. Chairman, for our guidance and help, 
it might be wise to have a statement from the Veterans’ Administration 
as to just how they handle their rehabilitation program. 

Mr. Wurrren. I think that would be helpful. I know they have 
been working with it some time. I have heard the testimony from 
Admiral Boone here 2 or 3 years ago before this committe. 

Senator Purrett. We have already asked for one, Senator, and it 
will become part of the record when received. 

(The information referred to follows:) 

VETERANS’ ADMINISTRATION, 
Washington 25, D. C., April 20, 1954. 
Hon. H. ALEXANDER SMITH, 


Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington 25, D. C. 

Deak SENATOR SMITH: This will refer to the request made by Mr. Melvin 
Sneed of the staff of your committee for a detailed statement with respect to 
the rehabilitation programs administered by the Veterans’ Administration for 
incorporation in the record of the hearing on S. 2759, 88d Congress, a bill to 
amend the Vocational Rehabilitation Act so as to promote and assist in the 
extension and improvement of vocational-rehabilitation services, provide for a 
more effective use of available Federal funds, and otherwise improve the provi- 
sions of that act, and for other purposes. 

The rehabilitation programs of this agency fall into two categories. Public 
Law 16, 78th Congress, as amended and extended, authorizes vocational-rehabili- 
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tation traing for certain veterans of World War II and the Korean service 
period (June 27, 1950, until a date to be later determined) who have com- 
pensable service-connected disabilities and are in need of training to overcome 
the handicap of such disabilities. Organizationally, the vocational-rehabilita- 
tion training program is administered by the Department of Veterans’ Benefits 
of the Veterans’ Administration. 

Physical medicine and rehabilitation constitutes a part of the medical-care 
program of the Veterans’ Administration and is made available to the veteran 
beneficiaries of such care when need therefor is indicated by professional medical 
considerations. It is administered by the Department of Medicine and Surgery 
of the Veterans’ Administration. In certain cases where the hospitalized veteran 
is also eligible for vocational-rehabilitation training under the mentioned Public 
Law 16, physical medicine and rehabilitation may logically lead into vocational- 
rehabilitation training upon release from the hospital and a finding of medical 
feasibilty for such training. 

There are enclosed, herewith, statements with respect to both of the mentioned 
basic programs, as well as a separate statement relating to vocational counsel- 
ing in Veterans’ Administration hospitals. These data are believed to conform 
to Mr. Sneed’s request. 

There is also forwarded a compilation of Veterans’ Administration literature 
(principally, technical bulletins and pamphlets) relating to the development of 
the physical medicine and rehabilitation program, its general coverage. and 
staffing, and its numerous and varied therapies and rehabilitation measures, 
operations, and procedures. Presumably, the scope of your inquiry relating to 
S. 2759, 88d Congress, would not contemplate the reproduction of all of this 
collateral material concerning the Veterans’ Administration physical medicine 
and rehabilitation program. However, it is being supplied for use in the event 
that the committee may wish more detailed information concerning One or more 
of the particular fields covered in the documentation. 

The Veterans’ Administration appreciates this opportunity to explain the 
nature of its rehabilitation programs to your committee. If any further infor- 
mation is desired, we will, of course, endeavor to supply it upon request. 

Very truly yours, 
G. H. Brrpsat1, 
Assistant Administrator for Legislation. 


VoOcATIONAL REHABILITATION AND TRAINING PROGRAMS ADMINISTERED BY 
THE VETERANS’ ADMINISTRATION FOR DISABLED VETERANS 


I. PURPOSE 


Laws providing vocational-training benefits under programs administered by 
the Veterans’ Administration have as their purpose the restoration of employ- 
ability lost by reason of having been disabled in military service during periods 
of war or declared national emergency. Such training benefits are afforded 
disabled veterans of World War II under the provisions of Public Law 16, 78th 
Congress, as amended. Similar benefits are afforded under provisions of Public 
Law 894, 8ist Congress, as amended, for veterans disabled in the current period 
of national emergency. 


II, ADMINISTRATION OF THE VOCATIONAL REHABILITATION TRAINING PROGRAMS 
FOR DISABLED VETERANS 

A. General 

The vocational rehabilitation training program is administered directly by 
70 Veterans’ Administration regional offices, with one or more regional offices 
located in each State and other regional offices located in San Juan, Puerto 
Rico; Juneau, Alaska; Honolulu, T. H.; Manila, the Philippine Republic; and in 
the District of Columbia. In many instances these regional offices have sub- 
ordinate offices distributed throughout their areas to carry services to the 
veterans’ home communities. The disabled veteran is provided with the profes- 
sional assistance of employees in these offices during the entire rehabilitation 
process. 
B. Eligibility for benefits 

Public Law 16.—Public Law 16, approved March 24, 1948, provides vocational 


training benefits for persons disabled in the active military or naval service 
during World War II who are in need of vocational rehabilitation to overcome 
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the handicap of such disability. A basic requirement with respect to the 
individual veteran’s entitlement for vocational rehabilitation training is that 
he be in need of training to overcome the handicap of his service-ineurred dis- 
ability. Where need for vocational rehabilitation is found to exist, training may 
be provided for as long as 48 months, and longer in exceptional cases, by 
approval of the Administrator of Veterans’ Affairs. All training must be com- 
pleted by July 25, 1956. 

Public Law 894.—Public Law 894, approved December 28, 1950, provides that 
veterans with active service in the Armed Forces during the period of national 
emergency commencing June 27, 1950, will also be afforded training under the 
provisions of Public Law 16. The benefits provided under Public Law 894 are 
essentially the same as for Public Law 16 except that a date beyond which bene- 
fits may not be afforded has not yet been established. 

C. Training facilities 

The Administrator of Veterans’ Affairs is empowered to provide as well as 
prescribe suitable training for the vocational rehabilitation of disabled veterans. 
However, the Veterans’ Administration has not set up any special training 
facilities for disabled veterans, but instead has called upon established eduea- 
tional institutions and business establishments to provide such training. The 
practice has been to place veterans in as nearly a normal setting as possible 
during the period of training so that they will learn from the outset that they 
can compete satisfactorily with able-bodied persons on the basis of their own 
abilities. 

Among facilities which have been used by the Veteran’ Administration for the 
training of disabled veterans are both private and public schools, ineluding 
universities and colleges, professional and technological schools, junior colleges, 
trade, and vocational schools, business schools and secondary and elementary 
schools; business establishments have provided apprentice and other on-job 
training in a wide variety of occupations. In isolated instances it is necessary 
to arrange for training by an individual instructor, for example, where the 
veteran is so seriously disabled that he cannot train outside his home. 

D. Monetary benefits 

While pursuing training and for 2 months after rehabilitation, disabled 
veterans are paid a monthly subsistence allowance, the amount of which is deter- 
mined on the basis of the veteran’s degree of disability, type of dependents, 
number of dependents, and type of training. For a veteran in job training, the 
subsistence allowance is limited to the extent that the allowance plus the wage 
paid to the trainee does not exceed the wage paid a trained worker in the trade 
or occupation in which the training is being given. Veterans may receive 
advance payments in the form of loans of up to $100 upon entrance into training. 

Subsistence-allowance payments are made directly from the Federal Treasury 
to each veteran trainee who is eligible to receive such payments on the basis of 
authorization from the Veterans’ Administration. Payment for tuition, books, 
and supplies for disabled veterans who train in schools is made directly from 
the Federal Treasury to the schools, on the basis of vouchers which the schools 
submit to the Veterans’ Administration. 

An injury, or an aggravation of an injury, suffered as result of the pursuit 
of his training, which results in additional disability, constitutes the basis. for 
additional disability compensation, or other benefits, the same as for his service- 
connected disability. 

RK. Counseling 

Every disabled veteran who trains under the vocation] rehabilitation and 
training program enters training to prepare himself for a specific occupation, and 
pursues a training program designed to fit his particular needs. The first step 
taken by the Veterans’ Administration in the vocational rehabilitation process is 
the vocational counseling provided each applicant by a trained vocational coun- 
selor. When a counselor determines that the need for vocational rehabilitation 
exists, he proceeds to assist the veteran in selecting an occupational goal consist- 
ent with the veteran’s abilities, aptitudes, interests, previous training and expe- 
rience, and with his disability. The probable chances of successful employment 
in the various occupations are also considered. After considering these factors, 
an occupational goal is chosen which fits the veteran’s needs and in which the 
veteran can expect to compete successfully after being trained in the required 
skills. The Veterans’ Administration also provides counseling with regard to 
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personal adjustment problems for veterans who cannot be vocationally rehabili- 
tated without such assistance. 

Vocational counseling is provided by staff vocational counselors employed by 
the Veterans’ Administration or by other vocational counselors under contractual 
arrangements with educational institutions which operate guidance centers. The 
cases of many seriously handicapped veterans are given consideration by special 
vocational boards, established in each regional office and utilizing the services 
of especially qualified professional workers in both the rehabilitation and edu- 
cation and the medical fields. 


F, Other technical assistance 

Upon completion of counseling, a Veterans’ Administration training officer, 
who is especially skilled in the field of vocational rehabilitation training, deter- 
mines the various skills which the trainee must acquire for the achievement of 
his training objective, and the special adjustments which he must make to recon- 
cile his physical handicap with the demands of his chosen objective. A training 
program is prepared which embodies these requirements and is designed to bring 
the veteran to the goal of rehabilitation. The training ofticer makes arrange- 
ments with an established school or business establishment, or an individual 
instructor when required, to provide the instruction and training outlined in the 
veterans’ training program. After the veteran begins training, the training 
officer maintains periodic contact with him at his place of training to assure that 
he is making satisfactory progress toward the attainment of his training objec- 
tive and will be rehabilitated in a real sense. 

Special types of rehabilitation services are provided certain disabled veterans, 
because of the nature and severity of their disabilities. When needed, the train- 
ing officer arranges for the seriously handicapped veterans to be given special 
restorative training, such as one-handed typing, left-hand writing, and speech 
correction, to assist them in achieving adjustments which are necessary for the 
successful pursuit of their training programs. Still other veterans are so 
seriously disabled that they cannot leave their homes, and a course of training is 
prescribed for them to pursue at home. These home-bound veterans may be 
trained for occupations such as watch repairman, radio repairman, toymaker, 
draftsman, or commercial artist. Some veterans, because of the nature of their 
disabilities, cannot enter into full-time training. In such cases, the training 
officer arranges for them to commence their training on a reduced time basis. 
Some seriously handicapped veterans are furnished reader service, as needed, 
or special equipment such as special keyboard typewriters, braille books, special 
chairs and desks, and brief cases with shoulder straps, to enable them to adjust 
their physical abilities to the demands of their training programs. 

The training officer arranges for the disabled trainee to receive medical treat- 
ment as needed, to alleviate any illness or physical condition which might inter- 
fere with his training. 


III. CHARACTERISTICS OF TRAINEES 

A. Public Law 16 

Veterans with many different types of disabilities trained under Public Law 16. 
More than half were rated 30 percent or more disabled. The physical abilities of 
many of these veterans were seriously impaired. Their average age at time of 
entrance into training was 27 years. Their average educational level at time of 
entrance into training was 11.6 years of school training. Twenty-six percent had 
completed 8 years or less of school training. 
B. Public Law 894 

In general, veterans who are entering training under Public Law 894 are 
younger and have achieved a higher educational level than those who trained 
under Public Law 16. Their average age is 24 years. Two-thirds are in the 20- 
to 24-year age group. Their average educational level is 12.1 years of school 
training. 

Iv. ACCOMPLISHMENTS 

A. Public Law 16 


Over 600,000 disabled veterans of World War ITI have participated in the voca- 
tional rehabilitation program under Public Law 16 since its inception in July 
1943. The number of veterans in training reached a peak in December 1947 when 
a total of 256,000 veterans were enrolled. Only 16,000 veterans remain in train- 
ing (February 1954). 
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The disabled veterans trained for a wide variety of occupations through school 
courses, on-the-job training, and in institutional-on-farm training, which involves 
working on the farm and pursuing related school training. The attainment of 
the requisite skills for these occupations required considerable ability, precise 
knowledge and, in many instances, years of concentrated preparation. The fol- 
lowing table reflects the diversity of training pursued by veterans regardless of 
type of disability: 


Occupational objectives of disabled veterans trained under Public Law 16 


| Percent of all occupational fields 


Percent 


/ 4 aes ae of all | Profes- 
Major disability group disabled | Alloc- | sional | Clerical | Trade | Agricul-| Service 
groups | cupa- | and and and in- | ture and | occupa- 
tional mana- sales dustrial | kindred tional 
gerial | 
| | 
All disability groups | 100.0 | 100.0 34.7 11.4 38.2 13.4 | 2.3 
Cardiovascular-. 6.6 | 100. 0 38.9 11.8 34.9 9. 6 | 2.8 
Digestive system._. | 5.1 | 100. 0 32.1 | 11.2 36.7 16.1 3.9 
Hearing 3.1 | 100. 0 38.9 | 9.1 33.3 16.6 | 2.1 
Neuropsychiatric (ineluding | | 
epilepsies and brain injury) 24.7 100. 0 32. 8 11.0 39.3 13.9 | 3.0 
Orthopedic 36,7 100. 0 32.7 11.9 38. 5 | 15.0 1.9 
Respiratory (including tuber- 
culosis) 8.1 100.0 41.5 11.8 35. 6 9.9 2 
Visual 2.1 100. 0 33.6 | 8.8 41.6 13.6 | 2.4 
Other _. ee 13. f 


6 100. 0 37.8 | 11.3 38. 5 10.8 | 1.6 


A study which has been made to ascertain how disabled veterans fared in the 
world of work after training showed that 95 percent of the rehabilitated veterans 
were employed, and that 9 out of 10 were using the skills acquired during train- 
ing. Many had advanced in their jobs since training. Over 99 percent of the 
rehabilitated veterans who were working in the fields for which they had been 
trained under Public Law 16, were satisfied with the kind of work they were 
doing. Without vocational rehabilitation training, many of these disabled 
veterans might not have been able to achieve a satisfactory employment status, 


Vv. COS OF PROGRAM 


The cost of direct benefits under the vocational rehabilitation and education 
programs through fiscal year 1953 has approximated one and one-half billion 
dollars. About four-fifths of this cost represented subsistence allowance pay- 
ments made directly to the veterans. The remaining one-fifth was paid for 
tuition, books, supplies, and equipment. 





PHYSICAL MEDICINE AND REHABILITATION IN THE VETERANS’ ADMINISTRATION 
1. PHYSICAL MEDICINE AND REHABILITATION AS THE THIRD PHASE OF MEDICINE 


Rehabilitation has sometimes been called the third phase of medical care— 
the first being prevention, the second, diagnosis and treatment, and the third, 
what happens to the patient from the bed to the job. The practice of rehabili- 
tation for any physician begins with the belief in the basic philosophy that the 
doctor’s responsibility to his patient is not ended when the acute medical 
or surgical phase is over. Rather the doctor’s job is not finished until that in- 
dividual patient has been trained to work with what he has left. This basic 
concept can only be achieved if rehabilitation is an integral part of the medical 
service. Any rehabilitation program is only as sound as the basic medical service 
of which it is a part, for it is upon correct diagnosis and prognosis that the 
feasibility of training is determined. 

The modern concept of this third phase of medicine which takes the patient 
from the bed to the job, springs both directly and indirectly from the war. The 
rehabilitation programs of the military services and the Veterans’ Administration 
demonstrated that planned, integrated programs of convalescent care stressing 
activity as an adjunct to definitive treatment could reduce the period of hos- 
pitalization, offset the deconditioning phenomena of bed rest, and prevent the 
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harmful psychologic sequale which often result from extended hospitalization. 
The techniques of physical and mental rehabilitation and exploratory work 
evaluation for the severely handicapped developed by the military services and 
the Veterans’ Administration also have profound implications for the even larger 
number of our civilian population who are disabled. 


2. ORGANIZATIONAL COMPONENTS OF PHYSICAL MEDICINE AND REHABILITATION SERVICE 


Concomitant with medical recognition of the importance of the third phase of 
medicine has come the development of several new therapy specialities each play- 
ing a unique role in patient treatment and proving increasingly valuable in the 
rehabilitation process as physicians and lay therapists work together for im- 
proved methods and techniques. Less than a decade ago physical therapy and 
occupational therapy were the only two adjunctive therapies in physical medicine. 
Today, in the Veterans’ Administration Physical Medicine and Rehabilitation 
Service, educational therapy, manual arts therapy and corrective therapy have 
taken their place along with occupational therapy and physical therapy to form an 
effective rehabilitation team. Blind rehabilitation and audiology are also a part 
of this service in hospitals where they are justified. All of these specialities op- 
erate as co-equal sections of the service and are coordinated by the executive 
assistant, a nonphysician assistant to the Chief of the Service. He relieves 
the physician of administrative duties and assists him by relating the treat- 
ment efforts of therapists to the rehabilitation objectives of patients. It is, 
indeed, fortunate that the medical leaders in the Veterans’ Administration 
had the vision to establish these new therapies in the medical-rehabilita- 
tion program since occupational therapists and physical therapists were in a 
scarce category at the start of this expanded VA program of medical rehabilita- 
tion, and now the newer therapies have so demonstrated their treatment value 
that the demand for them also exceeds the available supply. Outstanding 
civilian medical leaders, some of whom were at first skeptical of this newer 
development in medicine for the whole man, now pay tribute to the leadership 
of the Veterans’ Administration and enthusiastically support the extension of 
broad programs of medical rehabilitation, including the newer therapies pio- 
neered by the VA in city, State, and civilian hospitals. 


3. INTEGRATION OF VARIOUS HOSPITAL SERVICES 


Medical rehabilitation is accomplished through the combined efforts of per- 
sonnel of all services of the hospital having contact with the patient and is the 
ultimate objective of the total treatment program. The medical staff, psycholo- 
gists, social workers, vocational counselors, nurses, recreation workers, volunteer 
workers, attendants, and maintenance staff all have a part in the total process 
in one way or another. The responsibility, however, for the coordination of the 
hospital team efforts toward this end must be centered in some one service 
having equal status with other treatment services. In the Veterans’ Administra- 
tion hospitals, as in many others, medical rehabilitation is the primary concern 
of the Physical Medicine and Rehabilitation Service. 


4. FUNCTION OF PHYSICAL MEDICINE AND REHABILITATION 


The function of physical medicine and rehabilitation is to provide diagnostic 
techniques and appropriate specialized therapy to: (1) contribute to the more 
prompt recovery and shorter hospital stay of patients with acute medical or 
surgical problems; (2) assist the long-term or handicapped patient in adjusting 
to the demands of an appropriate posthospital economic and social environment 
in order to reduce the possibility of readmission; and (3) help the patient whose 
discharge is improbable to achieve a measure of independence within the hospital 
which will reflect savings in the cost of his hospitalization. 

Specifically, physical medicine and rehabilitation therapy is designed to restore 
function to the maximum level of which the patient is capable, to qualitatively 
and quantitatively evaluate the degree of impairment and the extent of residual 
capacity for social and economic activities involved in the rehabilitation objec- 
tives determined as appropriate for him, and to furnish practical and effective 
motivation for rehabilitation. 


5. PHYSICAL MEDICINE AND REHABILITATION BED SERVICE 


On recommendation of the board of chief consultants in 1949, physical medicine 
and rehabilitation bed services comprising 992 beds had been established in 34 
VA general medical and surgical tuberculosis hospitals. The number of beds 
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assigned to hospitals where this service is currently authorized depends upon 
the local needs for this specialized service, and the size of the hospital. The 
purpose of this action is to provide more effective rehabilitation treatment for 
long-term patients with conditions, including those of a chronic nature, which 
may be expected to respond to intensive rehabilitation therapies. These beds 
are active in the treatment of patients and not for the relief of frozen beds in 
other services. At this time there are about 1,400 physical medicine and rehabili- 
tation beds in VA hospitals under the jurisdiction of this Service. 


6. PHYSICAL MEDICINE AND REHABILITATION PERSONNEL 


We have at the present time 3,758 personnel in our Service throughout the VA. 
By 1959 we will need an additional 750 qualified personnel in the various cate- 
gories (physicians, executive assistants, physical therapists, corrective therapists, 
blind rehabilitation therapists, audiology and speech correction therapists). 
Of these 750 required personnel, 272 represent unfilled positions under recruit- 
ment at the present time, as requested by the various managers, and 328 per- 
sonnel of all categories represents the overall estimated need for the next 5 years. 
In addition, 150 additional personnel are estimated to be needed to properly staff 
physical medicine and rehabilitation in the domiciliaries. 

We have 1,494 personnel in general medical and surgical hospitals, 1,841 
personnel in the predominantly psychiatric hospitals, and 255 physical medicine 
and rehabilitation personnel in the tuberculosis hospitals. 

The present number of our personnel in regional office clinics is 161. A reduc- 
tion of 39 personnel has occurred through closing of physical medicine and 
rehabilitation units in 26 regional office clinics. In the large majority of the 
26 physical medicine and rehabilitation clinics which have been discontinued, 
it has really been a combination of the regional office clinic with the Physical 
Medicine and Rehabilitation Service of a VA hospital in the same or adjacent 
city, so that the veteran is receiving the same standard of care with less expense 
to the Government. The above action has resulted in an estimated savings of 
several hundreds of thousands of dollars. Our present plans include the closing 
of at least 7 more physical medicine and rehabilitation units in regional offices 
during the current year, which will involve a reduction of 15 more personnel. 
Others will follow if deemed advisable. 

In our Physical Medicine and Rehabilitation Service we have 139 full-time 
physicians and 94 acting chiefs, Physical Medicine and Rehabilitation Service. 
In almost all instances an acting chief of this Service has another primary duty, 
but is responsible for the medical direction of the Physical Medicine and Rehabili- 
tation Service until a full-time trained physician is available. Several of our 
hospitals have from 2 to 6 full-time physicians in the Physical Medicine and 
Rehabilitation Service, 1 of whom is always designated as chief of service. 
Of our full-time physicians in this Service, there are approximately 50 diplomates 
of the American Board of Physical Medicine and Rehabilitation. This is approx- 
imately 21.6 percent of the board diplomates in this specialty in the country at 
the present time. In addition, several of the physicans in this Service are 
diplomates of other specialty boards. 

Presently there are 12 residencies in physical medicine and rehabilitation, 
approved by the American Medical Association and the Amercan Board of 
Physical Medicine and Rehabilitation. At least five applications for residency 
training in this specialty are in the process of being approved. 


7. PER PATIENT COST OF PHYSICAL MEDICINE AND REHABILITATION 


The number of patients of any one hospital being treated in a physical medicine 
and rehabilitation service varies considerably, but in general averages from 40 
to 94 percent of the patient load. With reference to the cost of providing this 
service to veteran patients, the following table is interesting: 


| | Physical 
ani | medicine 
— a "| and rehabil- 
, itation cost, 
per patient 


Type of hospital 


General medical and surgical _ - $19. 09 $0. 52 
Tuberculosis. - - - . 15. 73 . 48 
Neuropsychiatric. ‘ 8. 52 .87 
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The cost, per patient, will average from $0.03 to $0.08 per therapy, per day. 
At the VA Center, Los Angeles, where a very intensive complete rehabilitation 
s vice was provided for 105 chronic neurologic patients, the total cost of all 
8 vices in physical medicine and rehabilitation was $1.30 a day for each 
p: ‘ent. In order to illustrate the amount of savings accomplished by the 
P} ‘sical Medicine and Rehabilitation Service, we have a report from the VA 
Ceuter, Los Angeles, which shows that for the 105 patients in the special study, 
the savings as a result of either discharge from the hospital or transfer to a 
domiciliary, were computed to be $440,000 per year. 


8. EXAMPLES OF MEDICAL REHABILITATION 


Circumstances have not permitted the complete accumulation of data con- 
cerning the human values and financial savings resulting from the medical 
rehabilitation of veteran patients. In fact, many aspects of this rehabilitation 
process are immeasurable. Others are so entwined with improved treatment 
methods in other areas of medicine that it would be impossible to credit the 
shortened periods of hospitalization, or miraculous patient response to re- 
habilitation therapy to any one service. Perhaps the most significant element 
in medical rehabilitation is the motivation of the patient himself. While all 
physical medicine and rehabilitation therapists work persistently toward 
arousing patient hope and determination to overcome his handicaps, other 
hospital personnel also share in this effort. The following reports of medical 
rehabilitation accomplishment are typical of the findings in other hospitals, and 
indicate the long-range economy of effective physical medicine and rehabilita- 
tion service. Both older and more recent studies are given to show that medi- 
eal rehabilitation has paid from the very start. Techniques have improved and 
the program of physical medicine and rehabilitation has developed as our 
medical leaders observed its value and expanded its opportunity. 


(a) Report of medical rehabilitation accomplishment at VAH, Minneapolis, 
Minn, 


One of the earliest reports of medical-rehabilitation accomplishment in a VA 
hospital was made at VAH, Mineapolis in 1947. This is a study of 130 patients 
with chronic neurologic disease, all but 2 of whom were World War I veterans, 
and many of whom had not been out of bed in 10 years. After 9 months of in- 
tensive medical-rehabilitation treatment, 25 had left the hospital and were 
employed; 40 others had been discharged to their homes capable of light work, 
and of those remaining, 30 were ambulatory and undergoing advanced rehabili- 
tation, and 25 were capable of some self-care. All but 10 of the group had shown 
worthwhile permament improvement. With a 5 years expectancy of these 
patients and a per patient day hospitalization cost of over $12, rehabilitation 
of this one group has saved the Government, and eventually the taxpayer, over 
$1,125,000. It would seem logical that a similar program for the civilian 
chronically ill would result in comparable savings. 


(b) Report of VAH, Manhattan Beach, N. Y. 


In another study at the VA hospital at Manhattan Beach in Brooklyn, through 
rehabilitation 74 of a group of 126 patients suffering from such diseases as 
arthritis, multiple sclerosis, paralysis, and Buerger’s, Parkinson’s and heart 
disease, have been discharged from the hospital and are now at home taking care 
of themselves. All but 13 of the original 126 patients have recovered all or 
part of their ability for self-care. At the beginning of this program, 83 of these 
veterans were “completely hopeless,” but 49 in that group have been rehabili- 
tated to the point of complete independence, and the remainder are capable of 
self-care. 

An article written by Otto Eisert, M. D., chief, physical medicine and rehabili- 
tation service, in this hospital presenting full details of this study was published 
in Archives of Physical Medicine, July 1949, Vol. XXX, pp. 441-445. It is 
interesting to note that in the year following this study Dr. Eisert reports that 
22 additional cases of the original group of 126 were discharged, and that only 
2 readmissions to the hospital had taken place since the beginning of the study. 


(c) Report of VAH, Des Moines, Iowa 

A report received from the chief, physical medicine and rehabilitation service, 
VA hospital, Des Moines, Iowa, gives the following information from a study 
completed in 1949 on a group of 49 chronically ill, long-term patients at that 
hospital. The results of treatment of this group was compared with a group 
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of 25 similar patients treated before this program was initiated. Of the 49 
patients under study, a total of 44 were discharged and the rehabilitation average 
length of stay for these patients was 161.96 days as compared with the average 
stay for the 25 patients of 243.76 days. This represents a total savings in days 
of hospitalization for the 44 patients of 7,126.24. Based on the average patient- 
cost per day at this hospital of $14.17, the total saving for the 24 months’ period 
of study was $100,978.82. This means that 44 chronically ill patients were re- 
turned to their communities where they will be socially and economically con- 
tributing members to society. It also indicates that over 7,000 hospitalization 
days were thus saved for treatment of acutely ill patients who could be admitted 
to the hospital at this time. A monetary saving of over $100,000 shows that 
rehabilitation is a sound economic investment. 

(d@) Report of VAH, Dearborn, Mich. 

The following is a report of the progress which has been attained in the 
treatment of hemiplegia by the physical medicine and rehabilitation service at 
Dearborn VA hospital. The report submitted in 1950 is intended to demonstrate 
that scientific administration of physical medicine and rehabilitation techniques, 
assiduously applied, will prepare hemiplegics for total, partial, or sheltered em- 
ployment, or for a life of independence within the home, thus releasing hospital 
beds for acute cases, and saving the Administration untold expense for domi- 
ciliary and hospital care. 

This paper presents case studies of 48 hemiplegics treated since January 1, 
1948, with the following results: 

Thirty have been discharged to their homes, 2 were sent to domiciliaries, and 
1 was transferred to Fort Thomas VA hospital for further rehabilitation. 
Twelve of these 33 patients were rehabilitated from bed confinement to an ambu- 
latory status; 5 were wheelchair patients when admitted and ambulatory upon 
discharge; 3 progressed from complete bed confinement to wheelchair status; 
11 were ambulatory when first contacted and ambulatory upon discharge, but 
had become more proficient in ambulation and in the use of their involved ex- 
tremities ; and 1 was a wheelchair patient when first contacted, and a wheelchair 
patient when discharged although he could walk 50 yards with a cane. Four of 
these 33 patients are known to have return to gainful employment. 

The length of treatment for these patients averaged 10 weeks, with a range of 
from 1 week to 10 months. The duration of the disease and disability prior to 
institution of treatment averaged 10 months with a range of 1 month to 5 years. 

Kight other hemiplegic patients receiving physical medicine and rehabilita- 
tion treatment still remain in the hospital. Of this group, 2 have been rehabili- 
tated from bed cases to ambulatory status; 1 has progressed from wheelchair to 
ambulatory status; 4 have progressed from bed status to wheelchair patients, 
3 of whom are capable of walking short distances; I was a wheelchair patient 
when admitted and is still a wheelchair case, although he can walk 30 yards with 
the aid of a cane and a therapist. The average duration of disability prior to 
treatment for this group was 27 months, with a range of 6 months to 5 years. 
The average length of treatment for this group has been 6 months, with a range 
of 3 months to 1 year. 

Four of this group of eight have reached maximum rehabilitation within the 
limits imposed by their disabilities, but cannot be discharged because of financial 
and home difficulties. 

Three of the 48 patients have been total losses, and deemed incapable of 
rehabilitation to any degree. In addition to their hemiplegic disability, they 
have severe mental deterioration. 

Four patients have expired during their hospitalization, 1 from causes un- 
related to the CVA condition, and 3 from old CVA disabilities and complications. 
(CVA refers to cerebral vascular accident, in lay terms, “stroke.’ ) 

Of the 41 patients determined to be capable of rehabilitation, 33 have been 
discharged, and 4 others have reached maximum rehabilitation within their 
limits. This is 90 percent of the maximum rehabilitation deemed possible. 

The average age for the 48 patients, is 54.3 with a range from 26 to 88. Three 
were in the age group from 25 to 30, 2 in the 30 to 40 group, 5 in the 40 to 50 
group, 27 in the 50 to 60 group, 9 in the 60 to 70 group, 1 in the 70 to 80 group, 
and 1 in the 80 to 85 group. All were males, 45 white and 8 colored, of which 
20 were right hemiplegics and 28 left hemiplegics, 

Naturally, the severity of the disability determines the degree of rehabilitation 
possible, and will not be dwelt upon. However, the conclusion which can be 
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drawn from these studies is that the earlier physical medicine and rehabilitation 
procedures are instituted after the onset of a cerebral vascular accident with 
resultant hemiplegia, the better are the expected results. This is borne out by 
the fact that most cases over a year old showed lesser rehabilitation after treat- 
ment or required a greater amount of treatment for their rehabilitation. 

(e) Report of VAH, Fort Howard, Md. 

The significant results obtained in the medical rehabilitation of patients at 
VAH, Fort Howard, Md., is pointed out in the following extract of a letter writ- 
ten by the chief medical director of the Veterans’ Administration to managers 
of general medical and surgical hospitals and tuberculosis hospitals, dated 
December 22, 1950: 

“T have recently received from the manager of the VA Hospital, Fort Howard, 
Md., a report covering the first year of operation of the physical medicine and 
rehabilitation bed service at that hospital. The service consists of 15 beds, 
and the report includes the 60 patients admitted to the ward during the year. 
Among these were a number of patients with chronic-type conditions. Accord- 
ing to the information furnished me in this report summary, there has not been 
a single readmission to the hospital of any of the patients who were discharged 
with maximum hospital benefit from this rehabilitation ward. 

“In his letter forwarding these data, the manager of the Fort Howard hos- 
pital states, ‘It is our considered opinion that this service has proven to be of ma- 
terial benefit to the hospital program as a whole. We have not only been able 
to rehabilitate many chronic cases, thus freeing beds for the more acutely ill 
patients, but also have strengthened our teaching program insofar as our younger 
physicians are concerned.’ I consider this significantly illustrative of the bene- 
ficial effects to be expected from a progressively operated physical medicine and 
rehabilitation bed service.” 

Shortly after the letter mentioned above was written the accomplishment in 
medical rehabilitation at this hospital was substantiated by the following letter 
from the secretary, dean’s committee of Baltimore, addressed to the chief medi- 
cal director : 

DECEMBER 20, 1950. 
Dr. Paut B. MAGNUSON, 
Department of Medicine and Surgery, Veterans’ Administration, 
Washington 25, D.C. 

Dear Dr. MAGNusoN: At the meeting of the dean’s committee yesterday the 
question of the work of the section on physical medicine and rehabilitation at the 
Veterans’ Administration Hospital at Fort Howard, Md., was discussed. The 
committee has authorized me to transmit the following statement to you: 

“The dean’s committee of Baltimore desires to commend the staff of the sec- 
tion on physical medicine and rehabilitation in the Veterans’ Administration 
Hospital at Fort Howard for their interest and good work in the field of physical 
rehabilitation and social reintegration of the chronically ill in that hospital. The 
committee is especially impressed with the results of the program as evidenced 
by the return of 50 out of 60 long-term patients to life outside the hospital during 
the past year.” 

Sincerely yours, 
PERRIN H. Longe, M. D., 
Secretary, Deans’ Committee of Baltimore. 
(f) Report of VAH, Roanoke, Va. 

A letter from the manager, VAH, Roanoke, Va., dated April 22, 1952, enclosed 
an article written by Mr. R. Edward St. George, manual arts therapist, of that 
hospital. While the report is too lengthy to repeat here in its entirety, three 
sections are quoted to indicate how intensive medical rehabilitation efforts of the 
entire hospital team can result in the return of neuropsychiatric patients to 
productive life outside the hospital. 


INTRODUCTION 


“Physical medicine and rehabilitation at Roanoke VA Hospital has added 
another modality, namely, that of the placement of selected neuropsychiatric 
patients in gainful therapeutic employment situations. Generally speaking, these 
patients fall into two categories: First, those who are medically feasible for 
T. V. (trial visit) but have no place to go, and second, those also medically 
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feasible for T. V., but their relatives do not wish to sign them out. The service 
is also extended to a third group: that is, those patients who are ready for T. V. 
and have a home and people who want them, but in the opinion of medical staff 
could make a better adjustment in a local placement situation. 


SELECTION OF THE PATIENT 


“In considering patients for placement, several methods were tried and con- 
sidered, but it was finally decided that all patients proposed for placement should 
be evaluated by the medical rehabilitation board. This procedure was selected 
because it was found that patients so screened were in a better position to profit 
by the outside therapeutic work situation than those who were not. Grossly 
the procedure functions in this manner. A doctor has a patient that he feels is 
in need of placement service. He, therefore, schedules the patient for a board 
hearing. Before the patient is seen by the board, his entire case is presented, 
then the patient is called in for questioning. When all the board members are 
satisfied with this portion of the procedure, the patient is asked to leave, and 
after all the facts are sifted, weighted, evaluated, and considered, a decision is 
arrived at. If placement is found to be in order, the placement is referred to the 
placement therapist who is also a member of the board. 

“Occasionally a selected patient referred for placement is found to be in need 
of certain skills that the manual arts therapy section is in a position to furnish. 
For example, a patient seen by the medical rehabilitation board is being con- 
sidered for work in a printing establishment. Inasmuch as the patient would 
be more comfortable if he knows something about printing, he is assigned to the 
print clinic. The therapist who is totally briefed on the plans for this patient 
becomes an integrated part of this small cohesive team geared for the express 
purpose of so equipping the patient as to so prepare him to meet in part at least 
some of the technical problems he will be called on to solve. In other words, 
all of the skill, industry, imagination, and force at the command of the medical 
rehabilitation board, and the hospital, are placed in such a position as to serve, 
meet, and anticipate, insofar as possible, the needs of the patient before he 
leaves the hospital for the employment situation. This illustration has as many 
ramifications as there are manual arts therapy Clinics, engineering shops, diet 
kitchens, and landscape programs. 


CONCLUSION 


“Since the inception of this program, 194 patients have been seen. Of this 
group 56 were given job counseling, 106 were placed on jobs, and 32 returned 
to the hospital. Of this large group 194, 22 are being supervised at this time; 
the remaining 84 left the job originally found for them, accepting work or re- 
turning to their homes and families to continue their good adjustment. It 
is felt that this is a suitable explanation by virtue of the fact that they have 
not returned to this hospital which serves the locality in which they reside. 
The group of 32 returnees to the hospital consists of patients who could not 
adjust away from the hospital thereby necessitating their termination of trial 
visit status. 

“Placing a patient in a work situation outside of the hospital is a definite 
challenge and calls upon the total resources of the hospital. In certain instances 
a patient must return for a therapeutic visit to his doctor to quiet his fears 
pertaining to his ideation of some malfunctioning of his physical or emotional 
being. In all phases of placement, each patient is considered as an individual 
and manipulated accordingly under the guiding hand of first the medical re- 
habilitation board, but finally with his ward doctor who knows and understands 
him. All departments of the hospital participate in the placement program, and 
are utilized to their fullest. The psychology department, social service, and 
physical medicine and rehabilitation have full roles. This job placement service 
leans very heavily on manual arts therapy, as this department with its gradu- 
ated trade, vocational trend has much to offer in the work evaluation of the 
patient. Every patient who has successfully left this hospital is a tribute to 
the services that helped to make him and restore him to his place as a productive 
functioning member of society.” 

(g) Report on the history of the physical medicine and rehabilitation program 
in the geriatric ward, VA Center, Bay Pines, Fla, 

say Pines is a VA center which contains 522 hospital beds (GMS); 729 male 
domiciliary beds ; and 50 female domiciliary beds. 
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Throughout the hospital in 1951 the problem had arisen of what to do for 
veterans who had attained maximum benefits of the medical and surgical serv- 
ice; and for whom programs of rehabilitation had been implemented but for 
whom progress had been very slow. 

It was suggested that one of the ground floors of the domiciliary barracks 
be converted to a hospital ward for chronically ill geriatric patients. This idea 
was forwarded to the Plans Section of Central Office in Washington, which con- 
sented to help by allocating funds, space, additional personnel, and methods of 
carrying out such a program. However, it was no secret throughout the hos- 
pital medical staff that this ward presented a “dead end” for its patients. Pa- 
tients were transferred from medical and surgical wards with the prospect of 
spending the remainder of their days in chronic inactivity. 

How does a geriatric ward differ from other wards? Specifically, it is popu- 
lated with aged patients invariably 60 years of age and more. This being the 
case, is there any purpose to attempt any rehabilitation, let us say, physically? 
Certainly, as it will later be brought out, much can be accomplished. 

In the geriatric ward we find many patients quietly engaged in lying in bed 
or sitting in their wheelchairs preoccupied with the futility of their condition; 
or with the insecurity of this institutional world which faces them—perhaps 
forever more 

Most of the patients on such a ward are usually afflicted with the results 
of CVA (stcokes). The others include heart disease, cancer, arthritis, old hip 
fractures, Parkinson's disease, multiple sclerosis, ete. 

The geriatric ward at Bay Pines contains about 100 beds filled with old 
men and about 10 women. Of the patient load on ward A more than half 
are assigned to some PM&R program. Physical medicine and rehabilitation 
treats about 50 patients daily, and many twice daily. If there were more per- 
sonnel, a larger number could be treated. 

Space for rehabilitation purposes was assigned, although it was deemed at 
that time to be very impractical to prescribe a program of physical activities 
for these patients. At the same time, Central Office assigned additional per- 
sonnel to the hospital for the prosecution of such a program: One corrective 
therapist, one physical therapist, and one occupational therapist. Equipment 
was ordered with appropriated money and clinics were set up. 

There were many deterrent factors prohibiting the smooth execution of this 
program: 

1. The ward was isolated from the main hospital center. 

2. Doctors assigned to this ward were not especially trained in rehabilitation. 

3. One physiatrist was assigned to Bay Pines PM&R, and he was confronted 
with the prodigious task of working out all the problems arising from the de- 
velopment of such a program with little available time at his disposal. His other 
programs kept him busy throughout the hospital. 

4. PM&R personnel was very limited throughout the hospital, thereby limiting 
assignment to the geriatric ward to a part-time basis. 

5. There were problems of staffing, assigning, and scheduling of patients. 

In spite of this situation, the patients who had been transferred to this ward 
showed an eagerness to participate in the program of physical medicine and re- 
habilitation. They also asked for occupational tasks with which to allay apathy 
and to improve the dexterity and use of affected extremities. 

Thus, in 1953, after 2 years of a full-time program of physical medicine and 
rehabilitation, the following results have been obtained. 


Breakdown of discharged patients in geriatric program after 2 years 
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(h) A study of an intensive PM&R program for long-term patients, primarily 
geriatric, at VA Center, Los Angeles, Calif. 

During the past 2% years, at VAC Los Angeles, several hundred patients have 

been referred for physical medicine and rehabilitation therapy. While it was 
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easy to know the results of therapy in individual cases, there was no way by which 
an overall program evaluation could be made. Therefore, a plan was devised for 
classifying detailed data on patients for whom complete records had been main- 
tained during the period they were actively enrolled in the rehabilitation program. 

Selection of patients——The intensive treatment rehabilitation program was 
made necessary by an increasing number of long-term patients which were gradu- 
ally blocking the flow of patients through the acute GM&S hospital. To facilitate 
rehabilitation, a ward in the proximity of the PM&R therapeutic clinics was se- 
lected, and patients who were regarded as purely custodial and nursing problems 
were transferred to it from all wards in the hospital. 

From among the total number of GM&S hospital patients who were given 
PM&R therapy during 1949 and 1950, a group of 105 were selected for evaluation 
on the basis of the availability and adequacy of the detail required for this survey. 

Although some of these patients have died since therapy was completed or dis- 
continued, the closure date of this study is at time of disposition from the rehabili- 
tation program. 

Scope of the rehabilitation program.—A full day’s activity program was 
planned for each patient with emphasis on making him do the maximum amount 
of which he was capable. Coupled with the exercise program was an equally 
important phase—remotivation, which was carried out by the doctor, nurse, aide, 
therapist and other personnel who came in contact with the patient. Included 
Were some simple psychotherapeutic measures such as reassurance, suggestion, 
encouragement and listening to family or emotional problems. 

Rehabilitation problems and goals.—The problems inherent in the motivation 
and rehabilitation of a predominantly neurological group of patients, most of 
whom were over 55 years of age, with many having had long periods of hos- 
pitalization, were numerous and complex. However, it was felt that some 
beneficial results could be obtained by every patient. The possibility of restor- 
ing all of them to the point of discharge from the hospital on a self-care basis 
did not exist. The immediate goal, therefore, was to remove as many as pos- 
sible physically and psychologically, from a dependency status to an independent 
or semi-independent status with the possibility of eventual discharge from the 
hospital. The long range goal was to delay or prevent the necessity for future 
hospitalization for those discharged. 

Age of patients at time of referral to PM&Rs.—The ages of the patients range 
from early adult to late old age, with the majority (81 percent) over 45 years of 
age. The mean age was 55 years. 

In general, the characteristics were those of a group of early old age persons 
with declining or nonexistent economic potentials. All were physically dis- 
abled; a great number were chronically ill, with many having histories of long 
periods of hospitalization prior to referral for rehabilitation. 

First entry and reentry of 105 patients.—Of the 105 patients surveyed, 67 were 
initial admissions to the hospital and 38 were readmissions. The group of 67 
initial admissions, together with 17 readmissions, or a total of 84 persons, were 
receiving PM&R therapy for the first time. The remaining 21 patients not only 
had had previous hospital experience but also had received previous PM&R 
therapy for their present disability. 

Multiple diagnoses occurring among 105 patients.—The largest diagnostic 
group consisted of 37 persons suffering from some form of brain damage result- 
ing in paralysis, approximately one-half of which was hemiplegia. Of the 37 
paralytie patients, 27 were over 55 years of age. 

The influence of age upon the number of diseases present is apparent. Among 
patients under 45 years of age, 2 diseases were diagnosed—while after the age 
of 45 years, an average of 4 diseases per person were diagnosed. 

Therapy status of 105 patients at disposition from PM&R program.—Of the 105 
patients included in the survey, only 76 completed therapy. Four were uncoopera- 
tive, although three of these showed improvement by entering a class of disable- 
ment which permitted them to practice greater self-care. The treatment of 
another 20 patients was discontinued because of illness; of these 9 had shown 
improvement at the termination of treatment while 11 showed no improvement. 
For two patients, treatment was discontinued because they were not benefiting 
therefrom. However, both were improved at time of discharge from PM&R. 
One patient was maintained on moral therapy and two died during the period 
of therapy. 

Disposition of 26 patients for whom therapy was discontinued—Of the 26 
patients who did not complete therapy, 4 were discharged from the hospital and 
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22 remained, only 2 of whom were able to meet the requirements of self-care in 
the domiciliary unit. Seven patients, all above the age of 55 years, were trans- 
ferred to the psychiatric hospital. Of the original 105 patients, there remained 
only 13 who continued to require GM&S hospital care. 

Disposition of 76 patients completing rehabilitation therapy.—An average of 
185 days per person was required to rehabilitate 76 patients completing therapy. 
The largest diagnostic group, 54 patients with disorders of the nervous system, 
were under therapy for the greatest length of time or, on the average, 210 days 
each. All 76 patients were discharged from the GM&S hospital—either to the 
domiciliary unit or to the community. The approximate cost per patient day 
for all PM&R activities was $1.30° or a total rehabilitation cost of $18,287 for 
those completing therapy. 

Of the 76 patients who completed rehabilitation therapy 34 were discharged 
home and 42 were able to assume the responsibilities of self-care in the domiciliary 
unit on an ambulatory basis. From a cost standpoint, 45 percent of the total 
number rehabilitated were completely removed from the Los Angeles center, and 
the cost of maintaining the other 55 percent was reduced from $15.08* per day 
to $3.04 * per day. 

Areas of improvement among 76 patients completing therapy.—The 76 patients 
who completed the prescribed course of treatinent demonstrated a marked im- 
provement by moving out of their original degrees of disablement to positions of 
greater self-reliance. 

Of the 14 persons who were ambulatory with mechanical aid, 12 became ambu- 
latory without any aid whatsoever. Of the initial 44 wheelchair patients, 14 of 
whom were not self-sufficient, there remained only 13 with a continued need of a 
wheelchair all on a self-sufficient basis. The 14 bed patients all responded to 
therapy, 6 becoming ambulant and 8 becoming wheelchair patients, 7 of whom 
were self-sufficient. It can be said, therefore, that the objectives of the rehabilita- 
tion program were realized in that the patients completing therapy developed 
increased self-care abilities and ambulation to the greatest degree of which they 
were physically capable. 

Reduction in cost of care-—Based on the 1950 VA per diem in-patient operating 
expense for general medical and surgical hospitals, the cost of providing care 
for the group of 105 patients at time of referral to PM&R was approximately 
$1,583 per diem.* At disposition from PM&R, the per diem cost of caring for 
those remaining at Los Angeles Center amount to $378, a cost reduction of 300 
percent, or an annual saving of approximately $440,000. 

Summary.—The patients included in this study were all in the general medical 
and surgical hospital at time of referral to the physical medicine and rehabilita- 
tion program. Later, a ward was set up in the proximity of the PM&R 
clinics to which the patients were transferred to permit more effective utiliza- 
tion of rehabilitation services. 

A marked improvement was obtained in the self-care capabilities of a group 
of 105 severely disabled aging persons, who are generally considered permanent 
hospital patients. As a result of an intensive activity and emotionally sup- 
portive psychotherapy program, many have been returned to their homes. Of 
those remaining at the Los Angeles Center, all except 13 have been transferred 
to a less expensive type of care. As a group, they are permitted to live more 
comfortably because of improved health and function. The costs of care and 
maintenance have been materially reduced. 

Based upon these criteria, it can be said that a physical medicine and re- 
habilitation service is an effective instrument in the motivation and restoration 
of the disabled individual to a more useful life. 


9. TYPICAL INDIVIDUAL CASES OF MEDICAL REHABILITATION 


The following excerpt from a letter written November 12, 1952, by a person 
with a nongovernmental blind organization to the director of our blind rehabili- 
tation center at VA hospital, Hines, illustrates the economic advantages which 
accrue to our veterans and to our entire country when our patients are adequately 
rehabilitated and selectively placed. “I am sure you will recall this young 


: _eaee on the patient per diem cost of $1.30 for all PM&R during June 1949, VAC, 
sos Angeles. 

71950 per diem cost of all VA GM&S hospitals, VA budget service, PEBA-8, July 1951 
-— per diem cost for all VA domiciliary units, VA budget service, PEBA-—11, July 
951. 

*VA budget service reports control symbol PEBA-—S8-11, September 1951. 
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man, a 20-year-old blinded Korean veteran. He was referred to us a couple 
of months ago * * * by the Veterans’ Administration. On the basis of your 
report on him, * * * we were able to determine that Albin’s training with you 
had prepared him for placement. In view of this, and in view of the fact that 
your report gave us a good idea of his area of major interest and ability, * * * 
Albin was put on our placement list. I know you will be glad to know that 
we were able to obtain a very good job for him with a branch of the Western 
Electric Co. in Brooklyn. He began to work at a beginning rate of $1.48 per 
hour on a job which promises him a good deal of overtime work and a good 
opportunity for advancement. His job affords him an opportunity to work on 
a wide variety of operations, and he seems to be very happy in it. He has been 
very well received by his supervisor and coworkers and we feel that you and 
your staff are deserving of special congratulations for the job that you have 
done in helping Albin to achieve good work ability, effective personality adjust- 
ment, and healthy motivation for work.” 

(b) Another interesting example of rehabilitation involves a World War I 
veteran with pulmonary tuberculosis, who at the time of his hospitalization at 
VA hospital, Hines, was 51 years of age. Before his admission he worked as a 
truck driver for a furniture company in Chicago. His tuberculous condition 
definitely showed that he could not return to the same type of work. Along 
with definitive treatment for his tuberculosis, rehabilitation was initiated early 
by referral of the patient to the Chief, Physical Medicine and Rehabilitation 
Service. Since the ultimate rehabilitation objective was to guide the patient 
toward a new, suitable field of endeavor which would likely prevent his later 
relapse, and simultaneously to gradually increase his work capacity, rehabilita- 
tion therapy was prescribed for him in the Manual Arts Therapy Clinic. Later 
the projector repair course was prescribed for him in this clinic with careful 
instruction as to gradual increase in his daily participation in the clinic. Treat- 
ment was given in projector repair starting with the operation and maintenance 
of a projector, replacement of worn parts, reassembling equipment, and perform- 
ing final test runs. His treatment was completed after 176 clinic sessions. He 
had become highly skilled in repairing and overhauling 16-millimeter projectors. 
He liked the activity, and his work was outstanding. Arrangements were made 
for him to be interviewed by employment personnel of the Bell & Howell Co., 
Chicago, relative to work in the repair department. He was accepted for im- 
mediate employment. Following this he continued to make a remarkable self- 
adjustment both physically and vocationally. His private physician, in giving 
him a periodic checkup at a subsequent date. praised our staff at Hines for the 
type and excellence of treatment and commended the veteran for his cooperative 
attitude and his insight with reference to his own future welfare. 

(c) Another typical example is that of a 26-year-old paraplegic veteran of 
World War IL who suffered his injury from an automobile accident and was 
paralyzed from the waist down. He was hospitalized at VA Hospital, Rich- 
mond, Va. In addition to the necessary definitive treatment provided by various 
services of the hospital, his rehabilitation was begun early in his hospitalization. 
His progress and eventual vocational objective were checked at periodic evalua- 
tion clinies, Medical Rehabilitation Board meetings, and cord injury rehabilita- 
tion conferences. A final report received August 20, 1952, from the Chief, 
Physical Medicine and Rehabilitation Service at Richmond, stated that the 
patient had made a satisfactory prevocational activity adjustment for the last 
6 months of his hospital stay. Efforts were made to locate suitable living quar- 
ters for him in planning for his discharge. They were eventually located and 
the landlord gave permission to have a ramp built. The veteran was discharged 
MHB (maximum hospital benefit), and began living in the rooming house located 
for him. He has been employed for the last few months on a full-time basis with 
a sheet-metal and roofing concern in Richmond. He has made an excellent 
adjustment on the outside. The report concludes: “This patient is another 
example of the fine efforts of the rehabilitation team in taking a severely dis- 
abled individual and arranging for complete vocational adjustment on the 
outside.” 


10. COMPONENTS IN PHYSICAL MEDICINE AND REHABILITATION—SPECIALIZED 
THERAPIES 
Physical medicine and rehabilitation staffs and treatment clinics are estab- 
lished in hospitals, centers and domiciliaries, and in certain regional and Veter- 
ans’ Administration offices for the purpose of providing VA beneficiaries with 
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preventive, diagnostic, treatment, and rehabilitation measures specific to the 
therapy available. Treatment prescriptions for patients’ referral to each therapy 
include the following: 

Clinical diagnosis, and specific condition or disability to be treated. 
Pertinent medical history and findings. 

Special considerations (precautions). 

Treatment objective, or results desired. 

Specific therapeutic procedures or techniques, tests, or measurements desired. 
Date for patient reexamination by the physician. 

In those instances where a continuing series of treatments are prescribed, the 
physician will frequently reexamine the patient at stated intervals to determine 
if treatment should be continued, changed, or discontinued. Treatment will be 
discontinued for patients who have received maximum benefit, or for patients 
who do not benefit from treatment. 

In certain types of patients, instances may arise in which the treatment pro- 
vided by one therapy converges upon that provided in another therapy. In any 
such instance, wherein reasonable doubt exists as to the choice of treatment 
technique and/or area of responsibility of the sections concerned, the Chief, or 
Acting Chief, Physical Medicine and Rehabilitation Service, will exercise au- 
thority in designating the type of therapy to be administered and the section 
which will render it. 

(a) Physical therapy 

Physical therapy on medical prescription is concerned with the prevention of 
deformity, treatment of disease, injury, and disability and functional rehabilita- 
tion, by means of the use of therapeutic exercise, scientific massage, self-care 
activities, heat, cold, light, water, electricity (except Roentgen rays, radium, and 
electro-surgery ), and certain accredited methods of manual or electrical diag- 
nostic and prognostic tests and measurements. In a broad sense, physical 
therapy may also be considered to include therapeutic teaching, as it is usually 
necessary to instruct patients and/or family in the use of prosthetic and ortho- 
pedic appliances, in therapeutic exercise, and in other home-treatment methods. 

Physical therapy, on prescription basis, will be utilized in all three phases of 
medicine. 

Phase 1: Prevention.—For prevention of deformity and disability which are due 
to physiological and anatomical changes of bone, muscle, nerve, and soft tissue 
structure, appropriate instruction and treatment will be given as follows: 

1. Corrective postures in walking, sitting, standing, and lying. 

2. Muscle reeducation. 

3. Progressive relaxation as an aid to recovery, and as a supplement to other 
therapeutic measures. 

4. Preoperative exercises, given for purposes of orientation and instruction in 
the prevention of postoperative deformity and loss of muscle strength or joint 
range of motion of the part involved. 

Phase 2: Diagnosis and treatment.—1. Diagnosis by tests and measurements 
which assist the physician in establishing the diagnosis of certain conditions, 
and which aid in determining prognosis, and the treatment required. 

2. Treatment by medically prescribed physical therapy procedures and 
techniques. 

Phase 3: Rehabilitation—The individual’s rehabilitation begins the day he 
enters the hospital and continues until maximum functional and organic re- 
covery are attained. In physical therapy, it includes functional training and 
self-care activities which aid the patient in becoming physically independent 
and socially adjusted 
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(b) Corrective therapy 

The general function of corrective therapy is to contribute to the overall 
rehabilitation effort of the physical and mentally sick and handicapped through 
application, for therapeutic purposes, of medically prescribed activity of an 
exercise and self-care nature. Under medical direction, in carrying out this 
furc icr, corrective therapy treats acute, subacute, convalescent and chronically 
ill ¢ it eats in the general medical, surgical, neurological, and psychiatric cate- 
gori s. The types of treatment activities provided through corrective therapy 
are: 

1. Self-care activities including personal hygiene. 

2. Functional ambulation, 

3. Conditioning exercise to develop strength, endurance, and agility and re- 
conditioning exercise to prevent both physical and psychological deconditioning. 
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4. Exercise and resocialization activities for the psychiatric patient. 

5. Therapeutic swimming or hydrogymnastics. 

6. Conditioning, reconditioning, self-care, and motivation activities for domi- 
ciliary members. 

7. Special corrective therapy activities for the blinded. 

Exercises range from highly individualized routines for bed patients, to activi- 
ties adapted for the participation of groups of patients. In working with 
patients requiring socialization, particularly those in the mental illness cate- 
gories, treatment is administered by means of exercise routines set in ward or 
clinic situations. The relationships identified with informal exercise and activi- 
ties are used to develop response, coordination, relief of frustration, and social- 
ization. Prescription for corrective therapy is given on an individual basis, 
even though the group of participants is essential to provide the appropriate 
background and stimulus. Observation of each patient’s reaction is recorded 
by an exercise therapist in the same individual and specific manner as required 
in prescription for individual treatment. Corrective therapy is authorized in 
general medical and surgical and neuropsychiatric hospitals. While it has not 
been used generally in the treatment of tuberculous patients, it has been author- 
ized in tuberculosis units of a few selected hospitals as an exploratory step with 
satisfactory results. 

(c) Occupational therapy 


Occupational therapy is the treatment of patients who have disease, disorder, 
or injury by the professional use of therapeutic activities to carry out the 
medical prescription. Treatment is administered to patients having tubercu- 
losis, and/or general medical and surgical conditions, and/or neuropsychiatric 
conditions (psychiatric and neurological). 

The purpose of occupational therapy is to provide planned, purposeful ac- 
tivities to promote recovery and to assist in restoring patients to the fullest 
mental and physical capacities compatible with their abilities and disabilities. 

Treatment in occupational therapy is adjusted to the nature of the patient’s 
disease, illness, or impairment. This involves planning, developing, and ad- 
ministering the treatment in relation to the treatment objectives, the nature of 
the patient’s illness or impairment. Treatment objectives are usually classified 
under four major types. 

1. Kinetic type of treatment. The kinetic type of treatment is the utilization 
of specific activities through planned individualized programs to restore or 
improve joint motion and muscular strength which in some instances may require 
overdevelopment of the upper extremities to aid in ambulation; to develop 
muscular control and coordination; and to develop the ability to carry on ac- 
tivities of daily living as writing and eating, dressing, operating electric 
switches, ete. 

To illustrate: Woodwork is an example of an activity which may be used to 
restore or improve muscular strength of the lower extremities by using bicycle 
and treadle saws and of the upper extremities by using coping and hand saws, 
planes, and sanding blocks. In order to achieve the treatment objectives the 
therapist may find it necessary to design, construct, or supervise the construc- 
tion or adaptation of tools and equipment. 

2. Psychiatric type of treatment. The psychiatric type of treatment is the 
utilization of specific activities through planned individualized programs (a), 
to provide diagnostic data for the physician and to augment psychotherapy; 
(b) to develop constructive habits as substitutes for undesirable habits; (c) to 
provide outlets for tensions; (d) to provide opportunities for therapeutic work 
accomplishment and resocialization through inter-personal relationships in aiding 
the patients to adjust to normal living; and (e) to explore the patients’ interests 
and aptitudes. 

3. Metric type of treatment. The metric type of treatment is the utilization 
of specific activities through planned individualized programs to control the 
patients’ physical activity at a level commensurate with the stage of the disease, 
to evaluate work capacity and develop it to the maximum within the limitations 
of the disease or disability, as in tuberculosis and cardiac conditions. In this 
connection the therapist develops the activity program so that it is graded as to 
time, resistance, and weight in order to control the physical and mental energies 
expended. The patients’ reactions to the activities in which they engage are 
observed and reported by the therapist for evaluation by the physician of the 
patients’ work capacities. The length of treatments may be for very brief 
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periods due to the patients’ fatigue levels (mental and physical) and may be 
vradually increased as patients’ work capacities increase. 

+. Tonic type of treatment. The tonic type of treatment is the utilization of 
specific activities through planned individualized programs to improve or main- 
tain muscle and/or mental tone and to aid patients to adjust to their disabilities 
and hospitalization. 


(d) Manualarts therapy 


Manual arts therapy is treatment of patients through the professional use of 
actual and simulated work situations of an industrial and agricultural nature 
which have vocational significance. It is carried out on medical prescription 
only. This treatment is administered to patients having tuberculosis, and/or 
general medical and surgical conditions, and/or neuropsychiatric conditions 
(psychiatric and neurological). 

The purpose of manual arts therapy is to treat patients through the use of 
activities having vocational significance in order to observe patients in these 
situations and to report by means of progress notes to the prescribing physician 
information concerning their treatment reactions which have medical signifi- 
cance and diagnostic value in connection with planning and establishing the 
medical rehabilitation goals for patients as they relate to their. posthospital 
employment or adjustment to a sheltered environment if discharge is not feasible. 

There are seven broad categories of activity, viz: (1) Metalworking, (2) wood- 
working, (3) electricity, (4) graphic and applied arts, (5) agriculture, (6) 
hospital industries, and (7) general. The treatment consists of work situations 
built around subject fields comparable to those in industry and agriculture. 

The primary distinctions between manual arts therapy and occupational 
therapy are reflected in their respective treatment objectives and the emphasis 
that is placed on the technical aspects of the treatment activities utilized to- 
gether with tools and equipment employed. 

The manual arts therapist, in carrying out the medical prescription, utilizes 
work situations which have vocational significance. These are utilized for 
(a) their value in testing, developing, and measuring work capacity and the 
emotional adjustment of the patient, and (b) observing and reporting to the 
medical staff information concerning patients’ treatment reactions. These ob- 
servations are used in connection with planning and establishing the medical re- 
habilitation goal for patients. 

The occupational therapist, on the other hand, selects activities because of their 
value in fulfilling the treatment objective without special emphasis on the voca- 
tional significance. In treating patients, the occupational therapist employs 
various activities and occupational fields together with appropriate hand- and 
power-driven tools and equipment. In utilizing these activities, some of which 
are the same as those employed by manual arts therapists, as for example, 
woodworking and printing, the occupational therapist’s aim is not to teach the 
patient the vocational and technical aspects of activities, but rather to improve 
range of motion, coordination, muscle and mental tone of affected parts; develop 
and increase work capacity: provide outlets for tensions and provide situations 
for therapeutic work accomplishments and resocialization. 

(e) Educational therapy 

Educational therapy is the use on medical prescription of educational activities 
in the treatment of patients to assist in restoring them to fullest mental and 
physical capacity compatible with their abilities and disabilities. 

The beginning of what we now call educational therapy may be traced 
historically to recognition by the chronic and long-term patient and his physician 
of the value of reading and study as a means for making the tedium of the rest 
cure endurable. Many long hours of bed rest were thus made endurable and 
profitable for the patient who recognized that such activity provided an outlet 
for his emotional and intellectual drives. Thereafter it was recognized that 
this type of activity ultimately enabled the patient to achieve specific and 
realistic educational objectives associated with his post-hospital rehabilitation 
plans. 

One aspect of our interest in educational activity is concerned with its value 
as a reconditioning measure. This form of activity imposes relatively low 
metabolic demands, and it can be prescribed for bed patients as well as ambulant 
patients in graded amounts, both as to intensity of effort as well as duration, 
We have found it useful as a reconditioning measure for many types of patients, 
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but especially for tuberculous patients. Here again, there appears to be sound 
physiologic basis for this therapy, inasmuch as it accomplishes for the con- 
valescing patient what a training regimen does for the athlete, namely, building 
work capacity. 

We have found that the patients’ participation in educational activity and 
other purposeful controlled physical and mental activities constitutes an im- 
portant index of his capacity to engage in suitable forms of work, and that is 
preferable to the traditional criterion of walking, for example, for the tubercu- 
lous. The data respecting effects of such activity are important when related 
to clinical and laboratory findings of the physician. 

Educational therapy used in this manner has an added advantage over the 
diversional activities so widely utilized for bed patients by providing an encour- 
aging psychological factor of vocational significance. This has continuity 
through the entire treatment regimen and carryover into the post-hospital plans 
of the patient. This is particularly important for tuberculous patients in view 
of the frequent need for the patient to engage in a new and less arduous occupa- 
tion. For neuropsychiatric patients for whom it is essential to provide a 
means of objectively measuring changes in mental activity levels for diagnostic 
and prognostic purposes, educational therapy is particularly valuable in the 
armamentarium of the physician. Used in this way the day by day worksheets 
showing results of the graduated units of educational activities are preserved in 
folders for later study by the psychiatrist and the physiatrist, and frequently 
afford the physicians unique and significant data concerning changes in clarity 
or confusion of thought on the part of the patient. 

We have found that for patients whose post-hospital plans involve the prospect 
of return to school or to an occupation involving work of relatively light meta- 
bolic demand levels, educational therapy can provide in the hospital environ- 
ment comparable activities which serve as motivation, as emotional catharsis, as 
reconditioning media and as a basis for evaluating work capacity for an appro- 
priate post-hospital occupation. 

This program makes available for suitable patients the Form B General 
Educational Development Tests, high school level. These tests have been recom- 
mended for high school equivalency credit by the Commission on Accreditation 
of Service Experiences, for Veterans’ Administration hospital patients. They 
often make it possible for patients to receive a certificate for completion of the 
equivalent of a high school course during the period of hospitalization. This 
arrangement frequently enables a patient to save as much time in his educational 
preparation for a vocation as he lost because of hospitalization. The motiva- 
tional and practical values for the patient are obvious. 

(f) Blind Rehabilitation 

The objectives of the blind rehabilitation section are: (a) to detect in blind 
veterans early signs of pathological factors which militate against medical and 
vocational rehabilitation, and provide strong supportive aid in finding the causes 
of these tendencies and removing them whenever possible, (b) to reclaim those 
blinded individuals who underestimate their remaining potentialities and need 
to be shown they can still be relatively active members of the community out- 
side the hospital; (c) to raise the level of physical activity and social partici- 
pation in the life about them on the part of those blinded veterans whose age 
and personal histories indicate very little hope that they can leave the homes at 
any time. To assist in accomplishing these aims, a central unit has been es- 
tablished at Veterans’ Administration Hospital, Hines, Ill., to give accelerated 
rehabilitation therapy for young and active blinded veterans (and members of 
the Armed Forces, not yet discharged) whose capabilities indicated they could 
qualify as members of a sighted community. This central unit serves as a chan- 
nel through which blinded veterans pass to the stream of society outside the 
hospital, preventing such men from seeking out the sheltered environment of 
domiciliaries. It is also a training center yor Veterans’ Administration per- 
sonnel who serve as orientators in the blind program in Veterans’ Administra- 
tion hospitals, centers and domiciliaries. 

As a joint operation between the Physical Medicine and Rehabilitation Service 
and Social Work Service, the Department of Medicine and Surgery has con- 
ducted, and is conducting, a special follow-up study of the rehabilitation of all 
blinded veterans with service-incurred disabilities incurred since the beginning 
of World War II, December 7, 1941. 

This study has been accompanied by ameliorative action when it has become 
apparent that such measures by the Veterans’ Administration would be helpful. 
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Social workers interviewed 1949 blinded veterans during 6 months, this num- 
ber representing 98 percent of all blinded veterans in this category of disable- 
ment. (Those not interviewed during this period have been interviewed sub- 
sequently, or efforts continue to arrange an interview.) Inasmuch as the term 
blind covers a large number of low-visioned veterans by the accepted definition 
in this country, one of the particular concerns of the service aspect of this 
survey was to make sure that all men with chances of regaining vision were 
securing ophthalmological aftercare. A number of special examinations were 
requested, which in some cases resulted in improved vision or less discomfort 
to the veteran. 

In addition to care of remaining vision, the degree to which blinded veterans 
are maintaining their rehabilitation over the years is under examination, es- 
pecially in the areas where problems are complicated by additional disabilities, 
such as loss of limbs, or deep-seated physical or emotional illness. Both success- 
ful and unsuccessful examples of rehabilitation are under study in order to 
determine causes and improve treatment. There has been a particular inquiry 
into the kinds of assistance which the veterans themselves believe have been 
valuable to them. Account is also being taken on a broad statistical basis of the 
effect of the various efforts by the Government in their behalf, such as the pro- 
grams of the military establishments during the war, VA counselors and training 
officers, following the war, and Public Law 309 which furnishes guide dogs and 
mechanical or electronic devices. 

While the blinded veterans are a small group, they have a major problem. They 
are widely scattered geographically and they require special procedures. The 
study has identified those among them who currently need the most help and 
revealed the nature of the long-term problems of blinded veterans in detail. 

The rehabilitation application of this study will be a means of determining 
where additional rehabilitation processes are needed which will assist in greater 
earning power and satisfaction in activity for blinded veterans. 


(9) Audiology and special correction 


The function of audiology and speech correction is to administer, supervise, 
or perform professional, scientific, and technical work involved in the rehabilita- 
tion of patients having hearing or speech disorders, or both, including one or 
more of the following areas of audiology and speech correction: Acoustics— 
testing hearing acuity, interpreting results of hearing examinations in terms 
of audiometric measurements, evaluating electronic hearing aids in terms of 
patients’ increased hearing acuity, and selecting and fitting hearing aids; audi- 
tory training—training in the utilization of hearing aids; speech reading (lip 
reading)—training in the comprehension of speech through observation of 
accompanying facial and other bodily movements; speech correction and con- 
servation—training patients with speech defects resulting from hearing dis- 
orders and from articulatory and phonatory ailments in speech correction and 
conservation by giving a variety of instructions and exercises designated to enable 
them to regain intelligible speech. 

With the addition of about 80,000 Spanish-American War veterans under 
Public Law 791, 81st Congress, the potential number who may require these 
services approximates 150,000. Nine Veterans’ Administration audiology and 
speech correction clinics are now in operation, contracts are in effect with 34 
civilian clinics, and reciprocal agreements are in effect with the Army and Navy 
audiology centers. One additional Veterans’ Administration clinic is now under 
construction and contracts are being negotiated with one civilian clinic to 
provide services in areas not now served. This will bring to a total of 47 the 
number of Veterans’ Administration and contract clinics available to serve 
veterans with hearing and speech disabilities. 

Increased use of these VA and contract audiology and speech correction 
clinics for issuance of hearing aids has resulted in a decrease during the past 
5 years in the issuance of hearing aids from a maximum figure of approxi- 
mately 14,000 per year to approximately 5,300 during the fiscal year 1953 without 
any decrease in service to veterans and despite a constantly increasing number 
of beneficiaries being served. The number of hearing aids issued is constantly 
decreasing and is estimated to be considerably less for the past calendar year 
than for fiscal year 1953. Assuming an average cost of hearing aids of $117 
the difference in purchase price alone would be $1,638,000.00. It must be pointed 
out that this decrease has occurred over a period of approximately 5 years and 
did not take place only during the past year. Savings during the past calendar 
year are approximately one-fifth this figure. 
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Furthermore, during the past calendar year, due to utilization of audiology 
and speech correction clinics for questionable cases examined for compensation 
purposes, it is estimated that an average of 15 individuals per month have 
been found not to be entitled to, but who were previously receiving, disability 
compensation. This would mean a savings of more than $100,000 per year, 
continuing presumably during the life expectancy of the patient involved. 


(h) Executive assistant 

Under the direction of the Chief or Acting Chief, Physical Medicine and 
Rehabilitation Service, the executive assistant, where assigned, is responsible 
for the integration and coordination of the various sections and the functioning 
of the Service in all respects which do not require the services of the physiatrist. 
In this capacity, his position is subordinate only to the Chief, or Acting Chief 
of this Service. 

As medical rehabilitation specialist he develops with chiefs of treatment 
sections a common understanding of the practical significance of the rehabili- 
tation techniques employed in the Physical Medicine and Rehabilitation Service 
and the physical and mental requirements of the contemplated rehabilitation 
objective for the patient in order that an integrated approach may be made 
to obtain maximum development of the patient’s residuals for performance in a 
job or in a sheltered environment. 

He is responsible for the performance of all administrative duties pertaining 
to the operation of this Service, excepting those which are the responsibilities 
of the chiefs of the sections. In such matters, he reflects the policy of the 
Chief, or Acting Chief, of the Service, and relieves him of concern for admin- 
istrative matters, thus enabling the latter to give maximum attention and 
supervision to the treatment aspects of the program, including diagnostic, pre- 
ventive, therapeutic and prognostic procedures, as well as the policies affecting 
the program. 


11. MEDICAL REHABILITATION BOARD 


The Physical Medicine and Rehabilitation Service is also responsible for the 
functioning of the Medical Rehabilitation Board in Veterans’ Administration 
hospitals. This board has been established to consider the problem of patients 
who are making uncertain progress toward achievement of treatment goals, or 
whose disability poses formidable obstacles in terms of in-hospital or post- 
hospital adjustment. The board, through joint effort in collaboration with the 
patient, endeavors to help him clarify his own objectives, become aware of his 
own potentialities and use every available service required to achieve the best 
medical, social, emotional and vocational rehabilitation result, including em- 
ployment. The chief medical director, in addition, has directed that transfers 
of patients for domiciliary care should not be initiated until the Medical 
Rehabilitation Board has thoroughly reviewed the case and is convinced that 
the fullest use has been made of potentialities for rehabilitation while the patient 
is in a hospital status, and it has been medically determined that he is feasible 
for domiciliary care. The permanent membership of the board comprises the 
Chief or Acting Chief of the Physical Medicine and Rehabilitation Service, as 
chairman; the executive assistant of the Physical Medicine and Rehabilitation 
Service, as secretary; and a representative of social service and one of hospital 
vocational counseling service, as members. The patient’s own ward physician 
and/or the chief of the service on which the patient is being treated invariably 
is named to serve on the board while the patient is under consideration. The 
chairman invites participation by additional staff members directly concerned 
with the rehabilitation of the patient under consideration, and others who may 
be able to contribute to a more comprehensive understanding of the patient’s 
problems and assist in reaching appropriate solutions. 


12. STAFFING POLICY 


Since Veterans’ Administration hospitals vary so much in size and in the types 
of patients hospitalized, there is much variation in the organization patterns 
of the Physical Medicine and Rehabilitation Service. Thus, in general medical 
and surgical hospitals under 150 beds, normally only physical therapy would 
be provided. Occupational therapy is added in hospitals of 150 beds or more. 
Corrective therapy is employed in hospitals of 250 beds or more. Educational 
therapy, manual arts therapy and the executive assistant are authorized in 
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hospitals over 500 beds in size. Blind rehabilitation and audiology and speech 
correction sections are established where the numbers of patients requiring these 
services warrant their use, as mentioned previously. This pattern may vary 
somewhat when the number of chronic, long-term patients with rehabilitation 
problems justifies the use of additional treatment sections required for such 
patients. Any hospitals with only a portion of the usual physical medicine and 
rehabilitation component organization may request authorization to establish 
other sections. Approval will be based on the justification presented and on 
the personnel ceiling and funds available. The executive assistant position 
may be established in hospitals under 500 beds when a combination of factors, 
such as those mentioned above and the lack of a full-time chief of service, 
requires his assistance to the acting Chief. In hospitals where all or large 
segments of the patient population suffer with tuberculosis or neuropsychiatric 
conditions, the normal complement of treatment facilities in physical medicine 
and rehabilitation would be provided, since these patients usually require pro- 
longed treatment and present numerous rehabilitation problems. 


13. MEDICAL REHABILITATION FILMS 


The following films prepared by the Physical Medicine and Rehabilitation 
Service in conjunction with the Presentation Division have contributed practical 
treatment techniques and training aids not only to the Veterans’ Administration 
but to other Federal, State, and civilian agencies. These films are being used 
for instruction in the educational programs of medical schools, hospitals, and 
clinics. 

Living With Limitations, Physical Medicine and Rehabilitation for General 
Medical and Surgical patients: A review of this film, in the October 14, 1950, 
issue of the Journal of the American Medical Association states, “This excellent 
motion picture was prepared to show that the services of physical medicine 
and rehabilitation not only are extremely helpful for the more dramatically 
handicapped but serve a useful purpose as a part of the armamentarium which 
every physician with patients suffering from certain common disabilities can 
call on to assist him in achieving their recovery and rehabilitation. * * * It is 
apparent that the Government hospitals are demonstrating to civilian hospitals 
the importance of having well-organized and complete services to provide for 
rehabilitation of the whole man, to prepare each patient physically, mentally, 
socially, and vocationally for the fullest life compatible with his abilities and 
disabilities.” 

What’s My Score: Demonstrating the ability of the paraplegic patient to 
handle jobs in competition with nonhandicapped veterans and showing basic 
steps in his training to get around and help himself, this picture has had wide 
utilization as a teaching aid for medical schools and rehabilitation clinics and 
has been requested frequently by vocational advisement personnel. 

The Long Cane: This film depicts the treatment of newly blinded veterans 
in the Veterans’ Administration central unit for this purpose, Hines, Ill. It 
creates a social awareness of the presence of these patients and the means of 
dealing with their retraining and rehabilitation. But recently released, this 
film promises to fill a real need for progressive methods in this field. 

You Can Lick TB: Illustrating the problems of motivating the tuberculous 
patient to work closely and cooperatively with the doctor and the modern rehab- 
ilitation methods provided in the hospital, this film has had wide circulation 
in both VA and non-VA hospitals for purposes of patient and professional 
orientation. 

Activity for Schizophrenia: This film stressing medically prescribed individual- 
ized physical activities in the treatment of mental illness has been televised 
under the title “Road to Reason” on all of the major networks in this country. 
It was awarded honorable mention, international picture exhibition, at Venice, 
Italy. It is used extensively as a teaching aid in medical schools and educational 
institutions of this country. 

Prescription for Work: This film depicting a light mechanics procedure 
through which the work capacities of patients are determined is being used 
widely in tuberculosis hospitals, and to a lesser degree in general medical and 
surgical, and neuropsychiatric hospitals. This film has been requested by the 
French Government for use in its rehabilitation programs to determine the 
capacity of the severely handicapped for vocational adjustment. It is being 
used extensively in industrial training programs in this country. 
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Resistive Exercises in Physical Therapy for Thoracoplasty: This film show- 
ing physical therapy techniques to offset deformity after thoracic surgery 
reflects important advances made by the Veterans’ Administration through a 
specialized exercise program. It is used widely in teaching centers, hospitals, 
clinics, and training programs. This technique has attained international use 
and recognition. 

You Can Hear Again: This motion picture depicts in a realistic manner the 
patient’s recognition and conquest of defective hearing with the aid of the 
Veterans’ Administration aural rehabilitation program. It has been used exten- 
sively by both professional and lay groups as an orientation to an improved 
concept of this problem and has been televised on the major networks of this 
country. 

Hydrotherapy Procedures for Neuropsychiatric Patients: This training guide 
for the instruction of VA physical therapy aides presents an improved method 
of hydrotherapy procedure for the psychiatric patient. It is used extensively 
in the training of hydrotherapy aides in the Veterans’ Administration, and 
other Federal and State agencies. 

Articulation of English Speech Sounds: This film was prepared through the 
cooperation of a patient of the Veterans’ Administration who suffered extensive 
loss of the structures of the head as a result of a malignancy. For the first 
time direct photography was used to illustrate the movements of the laryngeal 
and articulatory structures in the production of oral continuant consonants, 
nazal continuants, plosives, and affricatives commonly present in general Ameri- 
can speech. A second section of this film illustrates production of vowels and 
dipthongs. This film is a most important contribution to the training of speech 
therapists who are providing therapy designed to rehabilitate veterans with 
articulatory speech disorders and is being used extensively as a teaching aid. 


14. SCOPE OF PHYSICAL MEDICINE AND REHABILITATION PROGRAM 


The chart below indic«tes that 120,288 different patients at 206 field sta- 
tions received one or more physical medicine and rehabilitation therapies during 
the 3-month period November 1953 through January 1954. In relation to the 
numbers of patients treated in the first quarter of the year, there is an increase 
of more than 5,000 which indicates that proportionately this service is being 
-“alled upon to treat more patients than previously. It appears that this trend 
will continue, in view of known factors respecting chronicity of patient ill- 
ness. The number of personnel on duty in January 1954 was 3,758 in all 
categories of physical medicine and rehabilitation. 
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15. CLINICAL TRAINING PROGRAMS, IN PHYSICAL MEDICINE AND REHABILITATION 


There presently are six active clinical-training programs in specialties of the 
Physical Medicine and Rehabilitation Service carried on through the Education 
Service, Research, and Education, Veterans’ Administration. These programs 
include student trainees in the following therapy specialties: Physical therapy, 
occupational therapy, corrective therapy, educational therapy, and manual arts 
therapy. 

A training program is also in effect for executive assistant, Physical Medicine 
and Rehabilitation. 

The objectives of these programs are: To provide training broad in scope and 
high in professional quality; to maintain educational standards directed toward 
improving the care and treatment of patients; and, on completion of the stu- 
dent’s professional training, to provide a source of professionally qualified per- 
sonnel for the VA Physical Medicine and Rehabilitation Service. 

The following information is offered as pertinent to these programs: 

(a) Physical therapy—23 physical therapy schools, approved by the American 
Medical Association, are currently affiliated with the Veterans’ Administration. 
Thirty-two VA field stations are included in these affiliations. During the school 
year 1952-53, 307 students participated in this training program. Since its 
inception in December 1947, this program has provided the VA a valuable source 
of personnel available for employment. 

(b) Occupational therapy—24 universities, colleges, and schools offering 
courses in occupational therapy, approved by the American Medical Association, 
are currently affiliated with the Veterans’ Administration. Sixteen VA hospitals 
are presently designated as training centers for students from the affiliating 
schools. During the school year 1953-54, 218 students will participate in this 
training program. It may be pointed out that since January 1948, when this 
program was instituted, 33 percent of all the students that have received train- 
ing in the VA have accepted appointments in the agency. 

(c) Corrective therapy—Three universities and colleges, offering specialized 
training to prepare physical-education students for work in rehabilitation are 
now affiliated with the Veterans’ Administration. There are also two addi- 
tional universities who will affiliate in the near future. Four VA hospitals are 
presently designated as training centers and 4 additional will be designated 
when the 2 universities become affiliated. This program has only been in effect 
since January 1952 but it has already provided an excellent source of recruit- 
ment for the VA; 23 students completed training during school year 1952-53 and 
14 of these students accepted employment with the agency. 

(d) Manual arts therapy—At the present time there is one college offering 
an industrial arts course which has been approved for affiliation with a VA 
hospital for clinical training. Three other colleges or universities are now being 
considered for similar affiliation. At least three additional VA hospitals will 
be needed as training centers when these programs have been developed and 
approved. Since the program was initiated in January 1953, 14 students have 
participated in this training but will not have completed their undergraduate 
studies until either June 1954 or June 1955. A significant number of these 
students have indicated a desire to accept VA employment in this specialty. 

(e) Educational therapy—In September 1953 one university introduced a 
graduate course of study in educational services in rehabilitation. The first 
students to complete the curriculum should graduate in 1955, and at that time an 
affiliation will be established with a VA hospital for clinical training. Two 
other universities or colleges have indicated their interest in establishing corre- 
sponding programs, and when developed, similar affiliations will be approved. 
The graduates will provide an excellent recruitment source for educational 
therapists in the Veterans’ Administration. 

(f) Executive assistant—One university instituted a graduate course of study 
in executive services in rehabilitation in September 1953. An affiliation has 
been established with two VA hospitals for students to receive training for the 
executive assistant position. Arrangements for similar courses of training 
and affiliation are now in process. 

The importance of these training programs is magnified by the acute nation- 
wide need for rehabilitation therapy personnel, all of whom are in the critical 
shortage category. The VA Physical Medicine and Rehabilitation Service, the 
largest of its kind in the world, necessarily must provide care and treatment of 
the highest caliber for veteran patients, and through training of this type, 
facilitates recruitment of these much needed personnel for its own program. 
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VOCATIONAL COUNSELING IN VETERANS’ ADMINISTRATION HOSPITALS 


Vocational counseling (formerly known as advisement and guidance) for 
patients in VA hospitals was authorized in 1946 in connection with the Public 
Law 16 vocational rehabilitation training program. By 1949 this service had 
demonstrated its ability to appropriately fit into the hospitals’ purpose of 
reestablishing for patients their occupational potential for gainful employment. 
Hence, it was determined to recognize rehabilitation counseling as an element 
of medical care, and such counseling was extended to all of those patients in the 
VA hospitals whose disabilities resulted in a vocational handicap, without 
reference to the question of whether such disabilities are, or are not, service- 
connected. It was thought that the vocational counselor working in cooperation 
with physicians as a member of the hospital team, coordinating his efforts with 
the clinical psychologist, the social worker, the psychiatrist, and the various 
members of the physical medicine and rehabilitation staff, could do much to 
reorient the patient toward future occupational planning and thereby to offset 
tendencies to become dependent and willing to remain ‘hhospitalized longer than 
necessary. The functions which were being performed with respect to voca- 
tional rehabilitation training under Public Law 16 continued to be the responsi- 
bility of the vocational counselors. 

In the selection of hospitals in which the revised program was to operate, 
emphasis was placed upon hospitals having tubercular and neuropsychiatric 
bed capacity because of the known need of these categories of patients for 
vocational counseling. 

The actual implementation of the Vocational Counseling Service began with 
the appointment on July 1, 1952, of a Chief, Vocational Counseling Section, in 
the office of the Chief, Professional Services, Department of Medicine and 
Surgery. The progress made in the first year of operation on the new basis 
may be indicated by the following letter dated August 13, 1953, over the signature 
of the Chief Medical Director of the Veterans’ Administration : 

“1. You will be interested to know that the Vocational Counseling Service 
program of the Department of Medicine and Surgery is developing rapidly and 
ahead of schedule. Sizable numbers of fully qualified professional persons have 
already applied and have been determined eligible on the civil-service registers 
for appointments to staff positions. This trend is continuing and represents 
recruiting possibilities in the near future beyond the early expectations. The 
VA program has the full and solid support of American psychology and, to a 
greater degree, that of the universities, on whom the VA is dependent for train- 
ing of future personnel. This support already, generously given, is extremely 
important to all of us for it is the field of psychology which is the foundation 
of all the basically effective procedures in vocational counseling. 

“2. A 4-year doctoral level training program has been established with the 
cooperation of the leading universities of the Nation. In response to my request 
of a year ago, the American Psychological Association has approved 17 of the 
major universities for offering professional training in counseling psychology. 
An additional number is expected to be approved during the current fiscal year. 
A corresponding number of suitably located VA hospitals are being designated 
for training units. Rotational assignments through all types of VA hospitals 
will provide the practical training essential to the optimal care of our patients. 

“3. With the increasing age and numbers of patients and with the heavier 
demands being made for the care of long-term patients, it is becoming ever 
more apparent that sound evaluation and realistic placement of patients in jobs 
will be a more and more important function in our hospitals. Being of service 
to these patients means understanding and working with them as individuals— 
individuals with mental and/or physical disability but also with remaining skills 
and abilities useful and needed in industry and in our society as a whole. Their 
aptitudes must be carefully explored and professionally evaluated if they are to 
be properly placed in productive activities which will allow them to become self- 
respecting, independent, useful citizens in their home communities. 

“6. The VA would be failing in its mission if it did not plan for and establish 
the type of program which is clearly needed for a top-quality medical program 
through the years to come. * * * 

“8 In the interest of the veterans concerned and, in particular, those who will 
need care in-the years to come, the support of the program by all elements of the 
VA is expected and has, in fact, already been demonstrated to an impressive 
degree.” 
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At the present time, 117 vocational counseling personnel are on duty in 71 VA 
hospitals. Forty-two of these personnel are qualified under the civil-service 
standards for this position and others are working toward their doctorate degree 
in order to qualify. Under the auspices of the DM&S a program for the training 
of counseling psychologists was established in September 1952 with the primary 
purpose of supplying fully trained and professionally qualified personnel to meet 
this need. There are now 85 persons from 17 approved universities engaged in 
this training in 20 VA hospitals. 

Mr. Wuirren. I think the Veterans’ Administration people bas- 
ically probably agree that the way the civ ilian rehabilitation program 
is carried on is better for the individual crippled person, but they 
had such tremendous numbers of people to deal with that they have 
had to departmentalize their work in order to get some order into it, 
and what they have done has not been nec essarily by choice, but by 
necessity. 

Senator Purres. Are there any other questions? 

I want to thank you very much, Mr. Whitten. You have helped us 
a great deal. 

Mr. Wuirren. Thank you, sir. 

Senator Purten.. Our next witness is Dr. Jacobus tenBroek, presi- 
dent of the National Federation of the Blind. 

Senator Hirt, Mr. Chairman, may I make a brief statement here ? 

I have another committee meeting in executive session, where I must 
be in attendance. I am going to have to leave this session. I want 
to apologize to Dr. tenBroek, ‘and also to my good friend, Dr. Edgar 
Fuller, but Iam sure they will understand my situation. I have this 
other meeting in executive session, where I just must be, but I want 
to assure Dr. tenBroek and Dr. Fuller that I shall certainly read their 
testimony carefully and with much interest, and I am sure with much 
benefit. 

Senator Purreti. I am glad we are able to have some of your time 
this morning. 

Senator Hiri. Thank you, sir. 

Senator Purrentn. I think for the record, too, I want it known that 
because not all of our members of the committee are present is no 
indication of a lack of interest. They do have other committees. 
They have duplications of other meetings. So, I am sure all the evi- 
dence given here this morning will be studied by all the members of 
the committee. 

Dr. tenBroek, we will be very glad to hear from you. 

Dr. renBrorx. Thank you, Mr. Chairman. 

Senator PurrrnL. You have a prepared statement. Do you wish 
to file it and then 

Dr. renBroex. Mr. Chairman, if I may, since I have prepared this 
statement with a good deal of care so as not to overstate my case or 
understate it, and since I am in disagreement with much that has al- 
ready been said and doubtless will be said through these hearings, I 
would request your permission to read the salient features of this 
and then, thereafter, to ask you for permission to incorporate cer- 
tain additional materials in the record. 

Senator Purrett. We will see that the statement you supplied us 
is incorporated in the record. You may read all you wish, Doctor, 
and add whatever you wish to it. 
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STATEMENT OF DR. JACOBUS TENBROEK, PRESIDENT, NATIONAL 
FEDERATION OF THE BLIND, ACCOMPANIED BY A. L. ARCHIBALD, 
EXECUTIVE DIRECTOR, NATIONAL FEDERATION OF THE BLIND 


Dr. renBrorx. Thank you, Mr. Chairman. 

Mr. Chairman, may I say at the outset you will notice from the 
statement that Iam president of the National Federation of the Blind. 
The National Federation of the Blind is an organization of blind men 
and women. It is the only national organization of the blind. 

While I speak here as president of the National Federation of the 
Blind, Iam also president of the American Brotherhood for the Blind, 
Opportunities for the Blind, Inc., member of the President’s Com- 
mittee on the Employment of Physically Handicapped, and a member 
of the California State Social Welfare Board. 

These are sideline activities with me. I earn my living as a pro- 
fessor at the University of California in Berkeley. 

a my right is Mr. A. L. Archibald, who is executive director of 
the National Federation, and he will help us answer any questions that 
may arise after I get this statement in. 

Mr. Chairman, I want to direct your attention to the basic question 
here, which is this: Are the blind and other physically handicapped 
persons entitled to a place in the sun or merely to a shelter in the 
shade? 

This is the life and death question which this committee and the 
Congress of the United States must answer in passing upon Senate 
bill 2759. 

The first alternative implies normal life; the second, abnormal or 
subnormal. 

The first alternative implies self-support; the second, lifelong sup- 
port by the public. 

The first alternative implies hope, personal reconstruction, produc- 
tive contribution; the second implies defeatism, personality disinte- 
gration, and productive automatism. 

The first alternative implies dignity, independence, equal oppor- 
tunity, and participation in the main social and economic activity of 
the community; the second implies segregation, isolation, custodial- 
ism. and the workhouse. 

Gentlemen, the President’s January 18 message of health and re- 
habilitation espouses the first of these alternatives. In my opinion, 
Senate bill 2759 adopts the second. 

Let me try to make clear the full extent to which this is so. 

The President’s January 18 message contains these expressions : 

“Restoring handicapped persons to full and productive lives”; “self- 
sufficient and t: axpaying members of their communities *: “full depth 
and meaning in human terms” of rehabilitation: “a program that 
builds a stronger America.” 

This is the language, these are the goals of true vocational rehabili- 
tation; the restoration of disabled individuals to full and productive 
lives in normal competitive employment. 

To seek less than this is to deny the disabled the right to free exer- 
cise of their talents and a fair opportunity to test them in competition. 
It is to deny vast numbers of American citizens the American birth- 
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right of equal opportunity and personal independence. It is to deny 
society the contribution these citizens are capable of making to its 
work and progress. 

The contrast between these principles of vocational rehabilitation 
and the provisions of Senate bill 2759 is profoundly disheartening to 
the blind men and women of this Nation. 

Senate bill 2759 makes two major changes in the existing program: 
It promotes and supports rehabilitation facilities; it promotes and 
supports sheltered workshops. These are the innovations made by 
this bill. These are the projects for extension and improvement, the 
initiation of which is declared to be a primary purpose in section 1 
of the bill. The first of these alters the direction and shifts the em- 
phasis away from vocational rehabilitation. The second repudiates 
everything that vocational rehabilitation stands for. Let us examine 
them in turn: 

A rehabilitation facility is defined in section 10 (c). The term 
says that section— 
means a facility operated for the primary purpose of assisting in the rehabili- 
tation of disabled persons—(1) which provides one or more of the following 
types of services: (a) testing, fitting, or training in the use of prosthetic devices ; 
(b) prevocational or conditioning therapy; (¢c) physical, corrective, or occu- 
pational therapy; (d@) adjustment training; or (e) evaluation or control of spe- 
cial disabilities; or (2) through which is provided an integrated program of 
medical, psychological, social, and vocational evaluation and services under 
competent professional supervision; provided, that the major portion of such 
evaluation and services are furnished within the facility and that all medical 
and related health services are prescribed by, or are under the formal super- 
vision of, persons licensed to practice medicine in the State. 

Thus the definition set down in the bill itself conclusively establishes 
the dominantly medical and therapeutic character of rehabilitation 
facilities. 

This feature of such facilities was further emphasized by Secretary 
Hobby in her testimony on Senate bill 2758 delivered before this com- 
mittee on March 17. Secretary Hobby there pointed to the essential 
linkage of rehabilitation facilities with hospitals. 

Under the present law Federal construction aid for rehabilitation 
facilities may be furnished if they are a part of a hospital. Senate 
bill 2758 would authorize the extension of this aid when they are sep- 
urate for hospitals. 

The purpose of the proposed change is not to change the function 
of rehabilitation facilities but to stimulate their development. 

The change, the Secretary argued, would relieve “the patient load 
in nursing homes and hospitals.” 

The rehabilitation facilities, she said further, would not be limited 
“to persons coming within the scope of the Federal-State vocational 
rehabilitation program.” They would be available to all disabled per- 
sons including the children and the aged who are not being rehabili- 
tated for employment and other persons who are being rehabilitated 
only for self-care. 

A number of charts were introduced in which the inmates of re- 
habilitation facilities are called patients, one of which, chart L, 
showed that hospital loads could be materially reduced through the 
use of rehabilitation facilities; and another of which, chart M, listed 
the common types of disabilities which would be treated in a re- 
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habilitation facility. The list includes: Severe infirmities—para- 
plegia, quadriplegia, hemiplegia, amputations, cerebral palsy, multi- 
ple sclerosis, heart disease, paralysis, speech impediment, hearing 
defect, blindness; lesser infirmities—simple amputation, less severe 
paralysis, minor speech and hearing impediments, fractures. 

\ distinction is thus sharply drawn by Senate bill 2759 and its 
ioe between vocational rehabilitation and the rehabilitation 
which is possible in rehabilitation facilities. 

To understand the significance of this distinction and our basic 
opposition to the inclusion of rehabilitation facilities in this vocational 
rehabilitation measure, it is necessary to understand the difference 
between disability and handicap. 

Disability is physical or mental impairment. Handicap is the per- 
son’s and the community’s reaction to that impairment. 

Disability is individual and personal; handicap is social and 
attitudinal. 

Dealing with the disability is the function of medicine, therapy, or 
psychiatry. Dealing with the handicap is the function of vocational 
rehabilitation. 

The common stereotype of blindness—a preconception founded in 
ignorance and passed on from generation to generation—portrays the 
blind as physically helpless and psychologically abnormal. This can 
be seen from Webster’s Collegiate penne which gives the follow- 
ing definitions of the word “blind” 


2. Lacking discernment; unable or unwilling to understand or judge; as blind 


to faults. 3. Made without reason or discrimination; as, a blind choice. 4. 
Apart from intelligent direction or control; as, blind chance. 5. Insensible; as 
a blind stupor; hence, drunk. 6. * * * made without knowledge or guidance 
or judgment; as, a blind purchase. 

The word “blind,” then, has many different implications; but,as this 
list of Webster’s so graphically reveals, they are virtually all implica- 
tions of inferiority, of incompetence, even of stupidity. 

To a greater or lesser degree, the same false image is fastened wpon 
all the disabled. The blind or disabled person moreover soon comes 
to see himself as others see him and to accept the public assessment of 
his abilities. 

It is this social prejudice which constitutes the principal handicap 
of disability, far surpassing its physical limitation, for the stereotype 
erects an unconscious barrier against the possibility of independence 
and the chance of self-support in the form of polite exclusion by 
society from the main channels of social and economic activity. 

The process is self-reinforcing, for the failure of society’s institu- 
tions to place the public in normal and positive contact with the dis- 
abled helps maintain the stereotype and thus justifies continued exclu- 
sion. 

The problem of gaining equal opportunity for the blind and others 
is, therefore, first of all, the problem of overcoming the erroneous pre- 
conceptions of the public, the myriad discriminations to which they 
give rise and the defeatism and the lack of confidence which they 
inspire in the disabled. 

Viewed in this light, the function of vocational rehabilitation is 
quite different from the function of the rehabilitation facilities pro- 
vided for in Senate bill 2759. 
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Vocational rehabilitation neither begins nor ends with physical 
adjustment and restoration, with the provision of medical aids and 
prosthetic devices. These are vitally important services. They are, 
however, preconditions to a program of vocational rehabilitation. 
They are not properly a part of such a program. They are not voca- 
tional in their emphasis. They are not rehabilitative in their effort. 

The rehabilitation facilities focus on the physical or mental dis- 
ability of the individual, substituting the public-health functions of 
medical care and physical therapy for the vocational-rehabilitation 
functions of occupational skills and economic opportunity. ‘The em- 
phasis is not on the handicap of clients understood as a vocational 
difficulty, but only on their disability, understood as a physical or 
mental condition. 

The primary task of vocational rehabilitation—the overcoming of 
the social handicap, not the physical condition—consists in the creation 
of an environment within society, as well as within public programs, 
which will be in the fullest sense conducive to normal livelihood and 
normal life. Its time-tested tools are vocational orientation, voca- 
tional training, vocational counseling, and guidance which stimulates 
and opens up horizons and, finally, of course, placement in remunera- 
tive employment in the common callings, trades, pursuits, and pro- 
fessions of the community. 

Since rehabilitation facilities do not contribute to this objective 
but are preconditions of it, since they are dominantly medical and 
therapeutic rather than occupational, and since their presence in a 
vocational rehabilitation bill is a diversion and distraction to its 
main purpose, rehabilitation facilities should be lodged in an environ- 
ment in which they can most effectively perform their valuable func- 
tions, namely, under the Public Health Service in Senate bill 2758: 

The House Committee on Interstate and Foreign Commerce ob- 
served in its report accompanying H. R. 8149: 

The committee believes that additional rehabilitation facilities are needed and 


needed and that, for the following reasons, at least part of this need should be 
provided through the mechanism of title VI of the Public Health Service Act— 


known as the Hospital Survey and Construction Act. 


First, services provided in a rehabilitation facility are in many respects an 
extension of the treatment and services provided in a hospital. Second, it is 
both logical and economical to utilize the established administrative machinery 
and experience of the Public Health Service and of the State agencies now 
administering the program under title VI. Third, rehabilitation facilities have 
many construction features, and render some services comparable to those of 
hospitals and related health facilities. Fourth, the construction of additional 
rehabilitation facilities is a factor which will tend to reduce the demand for 
hospital and nursing-home beds. 


This is, of course, an equally powerful argument for placing re- 
habilitation-facility establishments and extensions, as well as con- 
struction, under the Public Health Service and State agencies now 
administering that program. 

The second major innovation of Senate bill 2759 is the support 
given a vastly expanded sheltered workshop system. 

In section 10 (d) the sheltered workshop is defined. It is a work- 
shop “where any manufacture of handiwork is carried on and which 
is operated for the primary purpose of providing remunerative em- 
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ployment to severely disabled individuals who cannot be readily ab- 
rbed in the competitive labor market.” 

This definition must be read in connection with other provisions of 
the bill. 

Section 1 modifies the purpose clause in the Vocational Rehabilita- 
tion Acts of 1920 and 1943. Section 1 declares a purpose to assist 
the disabled to “prepare for and engage in remunerative employment 
to the extent of their capabilities.” 

The last phrase—“to the extent of their capabilities”’—is the new 
and significant addition. It graphically conveys the assumption that 
these capabilities are limited. 

Section 7 (a) (1) of the bill speaks of the “utilization” of disabled 
individuals in a “suitable employment.” The idea that people are to 
be “used” is suggestive enough of the patronizing and custodial spirit 
of the measure; still more significant, however, is the term “suitable 
employment.” That term is in complete contrast to the concept of 
active participation in normal competitive work. 

Then comes the definition in section 10 (d) of a workshop as a place 
for the “remunerative employment of severely disabled persons who 
cannot be readily absorbed in the competitive labor market.” As a 
matter of fact, no severely disabled person can be “readily” absorbed 
in the competitive labor market. It takes a special, often a long and 
arduous effort of training and placement to accomplish such absorp- 
tion; and, indeed, eligibility for vocational-rehabilitation purposes is 
conditioned on the presence of just such vocational difficulties. 

Thus, Senate bill 2759 drastically departs from the established goal 
of vocational rehabilitation—restoration to full and productive lives 
in the common callings, pursuits, trades, and professions of the com- 
munity ; instead, the effect of the bill is to make subsidized workshops 
the central outlet for the placement of the rehabilitated disabled. For 
the blind and the other severely disabled—for those who are least 
“readily absorbed in the competitive labor market”—it will become 
almost the only outlet. They will have to abandon all hope of a nor- 
mal, let alone a full and productive life in ordinary social and economic 
activity. They will have to resign themselves, from the very begin- 
ning, toa life of unproductive stagnation among the mops, the brooms, 
the broken furniture, and the discarded bric-a-brac of a subsidized 
workhouse. 

This may seem to some a harsh description of the sheltered work- 
shop. The blind men and women of America have lived with and in 
this institution for generations. Historically, we have lived with and 
in it since the seventeenth century made it an auxiliary appendage of 
the Elizabethan poor law. It possesses the opprobrium of the ages. 

In Senate bill 2759, section 10 (d), the workshop is described as a 
place of remunerative employment. It might more properly be de- 
scribed as a place where the public provides relief for the destitute 
and at the same time gives them something to do. 

In the first place, sheltered workshops are not only nonprofit; but 
they are rarely self-supporting. They are not sufficiently productive 
to succeed in competitive conditions. They are called sheltered shops. 
Sometimes their markets are guaranteed by preferential Government 
purchase. They commonly have large budgetary deficits which are 
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made up either out of the public treasury or by public solicitation. 
To this extent, therefore, sheltered shops are publicly supported and 
placing rehabilitated persons in them does not remove such persons 
from the public rolls. 

In the second place, sheltered workshops are not places of remu- 
nerative employment. As such, their value would have to be measured 
in terms of employment standards: Wages, hours, conditions of work, 
labor-management relations and the like. Judged in these terms the 
record declares sheltered shops to be a conspicuous failure. 

In the more than 100 workshops of Goodwill Industries, for ex- 
ample, the average wage in 1952 was under $580 per year. 

In the 55 shops associated with the National Industries for the 
Blind, the average income was a little over $1,100 per year. 

Contrast with these figures the estimate of the Bureau of Labor 
Statistics that the cost of living for a working family of 4 in most 
large cities in 1952 was from $4,200 to $4,400 per year. 

Wages in sheltered shops are thus seen to cover only a small frac- 
tion of the cost of living; often, indeed, they fall below even the 
standards of relief. 

Add to this that workshop employees are wholly unorganized and 
therefore lack any and all of the ordinary gains of organized labor— 
such as pension plans, paid vacations, security of employment, or 
systematic and free relations with management—and it becomes 
plain that the sheltered shops fail to meet even the minimum stand- 
ards of modern employment. 

In the third place, sheltered shops are not proper places for voca- 
tional training or to serve as temporary way stations on the road 
to eventual self-support. Their equipment and procedures are totally 
unsuited if not actually obstructive for competitive training pur- 
poses; but even more important the sheltered shops psychologically 
are festering sources of defeatism and personality disintegration. 
They are hardly likely to inspire the trainee with hope, confidence 
in himself and his productive potential which are the basic and in- 
dispensable ingredients of vocational rehabilitation. 

Finely, a workhouse system of vocational rehabilitation is a self- 
contradiction. Whatever the ostensible purpose, the workhouse must 
always remain a noncompetitive and abnormal shelter, a segregated 
retreat of covered employment. As such, it is logically and prac- 
tically inconsistent with the basic conception of vocational rehabilita- 
tion: Full and productive life in the ordinary pursuits of the 
community. 

To borrow a phrase from Shakespeare which might have been 
written to fit inmates of workhouses: “How weary, stale, flat and 
unprofitable” are all the days of their lives—and, it might be added, 
how costly to the public. 

I believe there is a place in modern American life for the sheltered 
shop, though that place is not in vocational rehabilitation. Their one 
legitimate reason for being, their sole defining characteristic, is the 
provision of a therapeutic aid through remunerative employment to 
those small numbers of the severely disabled who are demonstrably 
incapable of restoration to normal livelihood and normal life. lor 
those few—persons of multiple disability, advanced age, or abnormal 
characteristics—the shops are refuges where they may be sheltercd 
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against the buffeting of the world and where their work must be re- 
munerated on terms other than those of the labor market. Such 
therapeutically oriented shops are properly a public health respon- 
sibility along with the nonvocational rehabilitation facilities already 
discussed. 

Any attempt to stretch the workshop system to include other fune- 
tions and other clientele is illegitimate; and especially is this so of 
any expansion into the domain of vocational rehabilitation. 

To the extent that there exists any individual in the sheltered shops 
who by careful counseling, training and placement can be made com- 
petitively productive—to that extent the shops stand as living testi- 
mony to the inadequacy and failure of vocational rehabilitation. 

May I now summarize, Mr. Chairman, the position of the National 
Federation of the Blind with respect to Senate bill 2759. 

1. We believe in vocational rehabilitation. It is the only construc- 
tive and hopeful solution to the social and economic problems of the 
disabled. 

2. Therefore, we wish Senate bill 2759 amended so as to restore the 
original-purpose clause, namely, to promote vocational rehabilitation 
of disabled persons and their return to regular employment. 

All language and provisions inconsistent with this purpose, such as 
“to the extent of their capabilities,” “suitable employment,” not 
“readily absorbed in the competitive labor market,” should, of course, 
also be deleted from the bill. 

3. Greatly increased Federal funds should be allocated to support 
vocational rehabilitation services—vocational orientation, vocational 
training, vocational guidance and counseling, and, finally, placement 
in the common pursuits and regular employments of the community. 

More money, more personnel, better trained personnel are what is 
needed, especially vocational rehabilitation oflicers who have confi- 
dence in the disabled, who will warmly encourage them to engage in 
occupations of their own choice, and who will exert boldness and 
imagination in finding new ways to help them broaden their horizons. 

4. The nonvocational rehabilitation facilities provided for in Senate 
bill 2759, because they are dominantly medical, therapeutic and phy- 
sically restorative in character and emphasis, are valuable prevoca- 
tional functions of public health and should be assigned to the Public 
Health Service. 

5. The orientation and adjustment centers for the blind which focus 
primarily on orientation and adjustment for vocational purposes, 
though the client is reached at an early vocational stage, should be 
retained in this bill and support for them increased. 

6. The medical and physical restoration services which were added 
to the vocational rehabilitation legislation by the amendments of 
1943 should also be transferred to the Public Health Service. 

7. Since sheltered shops are justifiable only in terms of work therapy 
to disabled persons who, under no circumstances, could be restored 
to regular competitive employment, they also should be entirely re- 
moved from Senate bill 2759 and placed under the Public Health 
Service. 

8. At the very minimum, the committee should investigate sheltered 
shops subsidized by the Public Treasury or public contributions in 
order to determine the public cost of maintaining individuals in such 
institutions. 
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A transfer of persons from one form of public assistance to another 
will not achieve the financial, let alone the human, objectives set forth 
in President Eisenhower’s January 18 message. 

9. The aims of vocational rehabilitation are threatened by the re- 
quirement of Senate bill 2759 that each State establish a priority 
system designating the order in which groups of the disabled are to 
be served, with emphasis on the recipients of public assistance. The 
effect of such a system is to give first consideration to those least 
feasible of vocational rehabilitation, and thus to reinforce the work- 
house system of nonvocational rehabilitation. The only system of 
priorities which is valid in a vocational rehabilitation program is one 
which gives priority to those individuals who can be returned to full 
and productive lives. 

10. The existing program is further jeopardized by the contem- 
plated allocation of Federal matching funds on a variable grant 
formula under which poorer States will receive substantially more 
than 50 percent reimbursement, while wealthier States will receive 
substantially less. Increased Federal grants to poorer States are in 
themselves justified, but the granting of such proportionately in- 
creased reimbursements to poorer States does not justify penalizing 
the blind and other disabled persons in the wealthier States by pro- 
portionately reducing Federal reimbursements in the latter States. 

The arguments put forward for the administration’s program of 
expanded rehabilitation have been heavily financial. We are told 
that “rehabilitated persons will, during their working years, repay 
about $10 to the Federal Government in Federal income taxes for 
each Federal dollar spent for their rehabilitation; that the— 
additional costs— 
of Senate bill 2759 will be— 


offset several times by the resulting savings in public assistance costs and the 
revenues from income taxes of the persons restored to jobs. 

Such financial gains are truly to be anticipated from a program of 
vocational rehabilitation, but medical rehabilitation for self-care is not 
vocational rehabilitation for self-support; and transferring a disabled 
person from public assistance in his own home to public assistance 
in a workhouse does not convert a tax consumer into a tax producer. 
The continued wastage of precious human resources and inalienable 
human rights is even more costly. 

Thank you, Mr. Chairman. 

If I may, I should like to refer to the amendments to the Randolph- 
Sheppard Act, which Secretary Hobby introduced before this com- 
mittee at the Tuesday meeting. Those amendments are, with respect 
to the matters with which they deal, so far as we are concerned, in- 
adequate, and they do not deal with many other matters they should 
touch upon. 

The bill containing the ideas we would support has been introduced 
in the House. It is H. R. 6657, and we have prepared a memorandum 
explaining its terms and provisions, and I request prea to give 
you and have incorporated in the record a copy of this bill and our 
memorandum. 

Senator Purre.y. It will be incorporated in the record. 

(The bill and memorandum referred to are as follows:) 
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[H. R. 6657, 838d Cong., 1st sess.] 


A BILL To amend the Vocational Rehabilitation Act to enlarge the economic opportunities 
of blind persons by establishing them in remunerative self-employment, and for other 
purposes 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That the Vocational Rehabilitation Act, as 
amended (29 U. S. C., ch. 4), is amended by adding at the end thereof the 
following new title: 


“TITLE II—VENDING STANDS FOR THE BLIND 
“PURPOSE 


“Sec. 201. For the purpose of providing blind persons with remunerative self- 
employment, enlarging the economic opportunities of the blind, and stimulating 
the blind to greater efforts in striving to make themselves sulf-supporting, blind 
persons licensed under the provisions of this Act shall be authorized to operate 
vending stands on any Federal property where, in the discretion of the head of 
the department or agency in charge of its maintenance, vending stands may be 
properly and satisfactorily operated. No authority to operate a vending stand 
on Federal property shall be granted to any person other than a duly licensed 
blind person by any department or agency of the Federal Government unless 
such department or agency has first obtained certification from the State licens- 
ing agency of the State in which the property is located that the particular site 
in question is not suitable for the establishment of a vending stand to be oper- 
ated by a licensed blind person. 


“FUNCTIONS 


“Seo. 202. (a) The Secretary shall— 

“(1) make surveys of opportunities for the operation by blind persons 
of vending stands on Federal and other property in the United States; 

“(2) make available to persons and organizations engaged in work for 
the blind, and to the public, information obtained as a result of such surveys; 

“(3) designate, as provided in section 204, the State commission for the 
blind in each State or, in any Srate in which there is no such commission, 
some other public agency, to issue licenses to blind persons who are citizens 
of the United States for the operation of vending stands on Federal and other 
property in such State for the sale of newspapers, periodicals, confections, 
tobacco products, soft drinks, ice cream, wrapped foods, books, souvenirs, 
and such other articles as may be approved for each such property by the 
the head of the department or agency in charge of the maintenance thereof 
and the State licensing agency: Provided, That (A) effective four years 
after the enactment of this title, in any State having an approved plan 
for vocational rehabilitation pursuant to title I, which includes rehabilita- 
tion for the blind, the licensing agency to be designated hereunder shall be 
the State agency administering the State plan or that part of the State plan 
under which vocational rehabilitation is provided for the blind; and (B) 
prior to such time, no license shall be granted except upon certification 
by a vocational rehabilitation agency that the individual is qualified to 
operate a vending stand; and 

“(4) issue such regulations consistent with this Act as are necessary 
and proper to carry out the provisions of this title. 

“(b) The State licensing agency shall, in issuing licenses for the operation 
of vending stands, give preference to those blind persons who are in need of 
employment. Such licenses shall be limited to applicants who are blind within 
the meaning of this Act and are found by the State licensing agency to be qual- 
ified to operate such vending stands. All licenses shall be revocable for cause 
by the State licensing agency in accordance with regulations issued by it. 

“(e) The State licensing agency is authorized, with the approval of the 
Federal department or agency having charge of the property on which the vend- 
ing stand is to be located, to select the location for such vending stand and the 
type of vending stand to be provided. Such Federal department or agency may 
make alterations in the property necessary to provide suitable space and 
facilities for the proper operation of the vending stand. 
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“DISTRICT OF COLUMBIA 


“Sec. 203. Until such time as a plan has been submitted by the Board of Voca- 
tional Education of the District of Columbia, and approved by the Secretary 
under title I, and a licensing agency has been designated in accordance with 
section 202 (a) (3) and its application approved under section 204, the Depart- 
ment of Health, Education, and Welfare shall be the licensing agency in the 
District of Columbia, and it is authorized to perform all of the acts which 
State licensing agencies are authorized or required to perform under this title 
without regard to section 3709, as amended, of the Revised Statutes. 


“AGREEMENT BY LICENSING AGENCY 


“Sec. 204. A State agency desiring to be designated as the licensing agency 
shall, with the approval of the chief executive of the State, make application 
to the Secretary and agree— 

“(a) to cooperate with the Secretary in carrying out the purpose of this 
title ; 

“(b) to provide for each licensed blind person such vending stand, equip- 
ment, and adequate initial stock of suitable articles to be vended therefrom, 
as may be necessary: Provided, however, That such equipment and stock 
may be owned by the licensing agency for use of the blind, or by the blind 
individual to whom the license is issued: And provided further, That if 
ownership of such equipment is vested in the blind licensee, the State licens- 
ing agency shall retain a first option to repurchase such equipment: And 
provided further, That any group of duly licensed blind operators within a 
State desiring to operate as a cooperative may do so with the assistance 
of the State licensing agency, and that the State licensing agency may con- 
tract with such cooperative as agent of the State licensing agency under 
such regulations, consistent with the provisions of this title, as may be 
prescribed by the State licensing agency ; 

“(c) that if any funds are set aside, or caused to be set aside, from the 
proceeds of the operation of the vending stands such funds shall be set 
aside, or caused to be set aside, only to the extent necessary for and may 
be used only for the purposes of (1) maintenance and replacement of 
equipment; and (2) the purchase of new equipment: Provided, however, 
That in no event shall the amount of such funds to be set aside from the 
proceeds of any vending stand exceed 5 per centum of the gross proceeds 
of such stand; 

“(d) to make such reports in such form and containing such information 
as the Secretary may from time to time require and to comply with such 
provisions as he may from time to time find necessary to assure the correct- 
ness and verification of such reports; 

“(e) to issue such regulations, consistent with the provisions of this title, 
as may be necessary for the operation of this program ; 

“(f) that none of the funds granted under section 205 shall be used, 
directly or indirectly, for the purchase, erection, or rental of any building 
or buildings other than the purchase or erection of necessary shelters for 
vending stands, or for the purchase or rental of any land; and 

“(g) to provide to any blind licensee dissatisfied with any action arising 
from the operation or administration of the vending stand program an 
opportunity for a fair hearing before impartial referees. 


“PAYMENTS TO STATES 


“Sec. 205. (a) From the sums made available pursuant to this Act, the Secre- 
tary of the Treasury shall pay to each State having a designated State licensing 
agency, for each quarter of a fiscal year or other period of such year prescribed 
by the Secretary, the sum of amounts the Secretary determines to be one-half of— 

“(1) necessary expenditures by such State licensing agency in such period 
for (A) the acquisition of vending stands, including necessary shelters for 
such vending stands and an adequate initial stock of suitable articles to 
be vended therefrom; and (B) the management and supervision of the 
program ; and 

“(2) expenditures in such period, necessary for the proper and efficient 
administration of the program. 
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“(b) The method of computing and paying amounts pursuant to subsection 
(a) shall be as follows: 

“(1) The Secretary shall from time to time estimate the amount to be paid 
to each State under the provisions of this title, such estimates to be based on 
(A) a report filed by the State containing the estimate of the total sum to be 
expended for the purposes specified in paragraph (1) of subsection (a) during 
the period for which such estimate is made, and stating the amount appro- 
priated or made available by the State and its political subdivisions for such 
expenditures in such period and the amounts estimated to be set aside from the 
proceeds of the operation of the vending stands; (B) a report filed by the State 
containing its estimate for such period of the administrative expenses to be 
incurred by the State licensing agency in carrying out its functions under the 
program ; and (C) such other investigation as the Secretary may find necessary. 

“(2) The Secretary shall then certify to the Secretary of the Treasury, for 
payment from the allotment chargeable therewith, the amount so estimated 
by the Secretary for any period, reduced or increased, as the case may be, by 
any sum by which he finds that his estimate for any prior period was greater 
or less than the amount which should have been paid to the State for such pricr 
period. 

“(3) From the allotment available therefor, the Secretary of the Treasury 
shall, upon receiving such certification, pay, through the Division of Disburse- 
ment of the Treasury Department and prior to audit or settlement by the General 
Accounting Office, to the State, at the time or times fixed by the Secretary, the 
amounts so certified. The money so received by the State shall be paid out in 
accordance with the provisions of the State plan. 


“OPERATION OF PROGRAM 


“Spec. 206. Whenever the Secretary, after reasonable notice and opportunity 
for hearing to the State licensing agency, finds that such agency has failed to 
comply substantially with the provisions of this title or necessary and proper 
regulations issued thereunder or the provisions of its application under section 
204 hereof, he shall notify the State licensing agency that its designation as State 
licensing agency is suspended with respect to the licensing of vending stands on 
Federal property and that further payments will not be made with respect to 
such agency until he is satisfied that there will no longer be any such failure. 


“AUTHORIZATION 


“Sec. 207. (a) The Secretary is authorized— 

“(1) to make such expenditures out of any money appropriated therefor 
as are necessary to carry out the provisions of this title, including personal 
services and rent at the seat of government and elsewhere, books of reference 
and periodicals, printing and binding, traveling expenses, and the acquisition, 
or order to carry out the provisions of section 203, of vending stands for the 
use of blind persons licensed hereunder, including necessary shelters for 
such vending stands and adequate initial stock of suitable articles to be 
vended therefrom ; and 

“(2) in issuing regulations covering the administration of this title, to 
make suitable provision for the acquisition and disposition of the vending 
stands, equipment, and other assets acquired or used in operations pursuant 
to this title. 

“(b) The Secretary shall, in employing such additional personnel as may be 
necessary to carry out the purposes of this title, give preference to blind persons 
who are capable of discharging the required duties. 


“DEFINITIONS 


“Sec. 208. When used in this title— 

“(a) The term ‘blind person’ means a person having not more than 20/200 
visual acuity in the better eye with correcting lenses, or visual acuity greater 
than 20/200 but with a limitation in the fields of vision such that the widest 
diameter of the visual field subtends an angle no greater than twenty degrees. 
Such blindness shall be certified by a duly licensed physician skilled in the dis- 
eases of the human eye. 

“(b) The term ‘Federal property’ means buildings, land, or other property 
owned, leased, or occupied by the Federal Government, and buildings and other 
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property owned, leased, or occupied by the government of the District of Columbia 
or of any Territory or possession of the United States. 

“(c) The term ‘State property’ means buildings, land, or other property owned, 
leased, or occupied by a State or a political subdivision (including a municipality) 
thereof. 

“(d) The term ‘State commission for the blind’ means a department or agency 
of the State government which is authorized to provide services to blind persons. 

“(e) The term ‘acquisition of vending stands’ includes cost of construction, 
delivery, and installation thereof, and alterations in the property necessary to 
provide suitable space and facilities for the proper operation of vending stands 
where such alterations are not provided by the Federal department or agency or 
other individual controlling the property. 

“(f) The term ‘vending stand’ means newsstand, cigar stand, vending machine, 
snack bar, novelty counter, bookstall, soda fountain, and any other installation 
approved by the State licensing agency and the head of the department in charge 
of maintenance of the property, for the purpose of vending consumer goods and 
services. 

“SHORT TITLE 


“Src. 209. This title may be cited as the ‘Vending Stands for the Blind Act’.” 

Sec. 2. The Vocational Rehabilitation Act, as amended (29 U. S. C., ch. 4), is 
amended by inserting immediately above the center heading of section 1 of such 
Act the following: 


“TITLE I—VOCATIONAL REHABILITATION” 


Sec. 3. Section 3 (a) (3) (C) of the Vocational Rehabilitation Act, as amended 
(29 U. S. C., ch. 4), is amended by striking out “customary occupational tools 
and equipment not mentioned elsewhere in this subsection ;” and inserting in 
lieu therefor the following: “tools, equipment, initial stocks and supplies, in- 
cluding livestock, and capital advances (which advances shall not exceed in any 
one individual case such sum as the Secretary may be regulation establish) 
necessary to enable such disabled individuals to enter upon their occupational 
objective and not mentioned elsewhere in this subsection ;”. 

Sec. 4. The Act entitled “An Act to authorize the operation of stands in Federal 
buildings by blind persons, to enlarge the economic opportunities of the blind, 
and for other purposes”, approved June 20, 1936, as amended (20 U. S. C., 
secs. 107-107f), is hereby repealed. 


MEMORANDUM RE VENDING STAND PROGRAM FOR THE BLIND AND PROPOSED 
AMENDMENTS CONTAINED IN H. R. 6657 
(Submitted by A. L. Archibald, executive director, National Federation of the 
Blind) 


BRIEF ANALYSIS OF THE PROVISIONS OF THE RANDOLPH-SHEPPARD ACT (PUBLIC LAW 
NO, 732, 74TH CONG, APPROVED JUNE 20, 1936) 


1. Stated purpose of the act is “providing blind persons with remunerative 
employment, enlarging the economic opportunities of the blind, and stimulating 
the blind to greater efforts in striving to make themselves self-supporting.” 

2. Authorizes licensed blind persons to operate vending stands in Federal 
buildings. 

8. Installation of stands is subject to approval of head of agency concerned 
with maintenance of the building. 

4. Licenses to be issued to blind individuals by State licensing agency. 

5. State licensing agency designated to be State commission for the blind or 
other State agency designated by the State’s governor and approved by the 
Federal agency administering the act. 

6. Articles permitted to be vended include “newspapers, periodicals, confec- 
tions, tobacco products, and such other articles as may be approved for each 
building by the custodian thereof and the State licensing agency.” 

7. License to be issued for “indefinite period,” but terminable if State licensing 
agency is satisfied stand is not being operated according to “rules and regulations 
prescribed by such licensing agency.” 

8. State licensing agency required: (1) To cooperate with Federal administra- 
tor of the act; (2) to “provide through loan, gift, or otherwise” adequate initial 
stock to be vended. 
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BRIEF HISTORY OF THE VENDING-STAND PROGRAM 


1. Original act contained no appropriation authorization for using public 
funds to supply blind licensees with vending-stand equipment or initial stock. 

2. Until 1941 stands were financed by individuals themselves or by loan or 
gift from private sources, including fraternal organizations, friends, special 
loan funds, and in few instances by bank loans, and occasional small State ap- 
propriations. 

3. In 1941, Federal agency administering the act issued regulation requiring 
that “right, title and interest in all vending-stand equipment be vested in the 
State licensing agency.” 

4. The 1941 regulation effectively cut off all private sources of funds unless the 
licensee or a benefactor wished to make an outright gift of equipment or money 
to State licensing agency. 

5. Vocational Rehabilitation Amendments Act of 1943 (Public Law 113, 78th 
Cong.) did not make money available for State-owned and managed stands. 

6. Federal Security Agency requested Appropriations Committee to include in 
Office of Vocational Rehabilitation budget for fiscal 1945 a line item authorizing 
Federal matching funds for “the acquisition of vending-stand equipment for the 
use of blind persons”—which language has been included in each succeeding ap- 
propriations act for vocational rehabilitation program. 

7. In 1948, Federal Security Agency promulgated further rule requiring State 
ownership of any stand in part or in whole financed directly or indirectly by 
F'ederal funds or financed directly or indirectly by funds withheld from proceeds 
of stands established by use of Federal money. 

8. Accordingly at present all licensed stands—whether in Federal buildings or 
on State, county, municipal or private property—must be owned, controlled, 
managed, and supervised by State licensing agencies. 

9. As of December 1953 only 568 stands have been established in Federal build- 
ings and 975 established on State, county, municipal, or private property under 
the program. 

10. Where the program began as an effort to supply blind individuals with 
“economic opportunities,” it has been converted by Federal regulation and 
financing provisions into a program of State ownership and operation of vending 
stands. 

11. In effect, the Federal Government has required each State to establish a 
State-licensing-agency-controlled “single commercial enterprise” chain-store type 
of system for operating vending stands, not only in Federal buildings but on 
State, county, municipal, and private property as well. 

12. By cutting off all private sources of funds and requiring in effect that only 
inadequate public funds may be used under restrictive conditions to establish 
stands, the Federal Government has severely limited the possible growth of the 
program. 


PROBLEMS OF THE VENDING-STAND PROGRAM 


1. With adequate financing of vending stands as a regular part of the voca- 
tional rehabilitation program for blind persons there are competently estimated 
to be upward of 5,000 suitable locations for stands in Federal buildings and on 
State, county, and municipal property alone. 

2. If authority were given to establish stands on Federal property, rather than 
limiting the authority to Federal buildings, a substantial number of additional 
opportunities would become available. 

3. If private sources of funds could be used in addition to constituting the 
vending-stand program a regular part of vocational rehabilitation, many addi- 
tional blind individuals would be given economic opportunities and enabled to 
become self-supporting, self-respecting, taxpaying citizens. 

4. If States were permitted to adopt other ownership, lease, or rental arrange- 
ments, their resistance to pushing the program would cease, and a substantial 
expansion would ensue. 

5. If blind individuals were permitted, in accordance with the State plan, to 
operate licensed stands as an independent small-business enterprise, many able 
persons who now decline to participate would be encouraged to invest in vending 
stands their own money or money which they could raise by loan or otherwise 
from family, friends, financial institutions, and other sources. 

6. Fraternal organizations and philanthropic loan funds, which now refuse to 
contribute funds to the program, would be induced to make money available 
directly to assist blind individuals to become economically independent. 
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7. If authority to determine whether locations on Federal property are suitable 
for vending stands were transferred from the custodian in charge of maintenance 
of Federal buildings or property to State licensing agencies or the Federal Office 
of Vocational Rehabilitation, a rapid development of the program could result 
from a sympathetic administration which has actual knowledge of what locations 
and types of stands are feasible of establishment. 

8. If the definition of vending stand permitted on Federal property is expanded 
to include “snack bars, soda fountains, book and souvenir stalls, and small cafe- 
terias”—many of which are now successfully operated by blind persons on non- 
Federal property—additional opportunities would be afforded. 

9. If States are permitted to choose and adapt to their own conditions and 
preferences the type of vending-stand system which each State deems most 
desirable for itself, existing frictions and lack of cooperation between the 
Federal agency and the State agencies administering the program would largely 
disappear with the result that more intensive development of the program would 
be brought about, and the blind as well as those interested in the blind in each 
State would give wholehearted support to the program. 

10. If Federal vocational rehabilitation matching funds were made available 
for also assisting blind persons to become established or more firmly established 
in small business, small farming or handicraft undertakings as well as profes- 
sional and industrial occupations, many additional blind men and women could be 
helped to become taxpayers instead of tax consumers. 


ANALYSIS OF H. R. 6657 


1. Amends and reconstitutes the Randolph-Sheppard Act as title II of the 
Vocational Rehabilitation Act (Barden—La Follette Act). 

2. The purpose of the vending-stand program is clearly stated to be the 
“remunerative self-employment” of blind individuals. 

3. Removes existing clause which limits stand localities to Federal buildings 
and permits stands to be established on any Federal property owned, leased, or 
rented by any agency of the Federal Government. 

4. Provides that priority shall be given to licensed blind operators to establish 
stands in any location on Federal property found suitable by State licensing 
agency. 

5. Expands the list of articles expressly permitted to be sold and redefines 
“vending stand” to include “newsstand, cigar stand, vending machine, suack bar, 
novelty counter, bookstall, soda fountain, and any other installation approved by 
the State licensing agency and the head of the department in charge of mainte- 
nance of the property, for the purpose of vending consumer goods and services.” 

6. Requires that within 4 years the State licensing agency shall be the agency 
giving rehabilitation services to the blind and further requires that adequate 
training be given to each operator before he is licensed. 

7. Provides that all rules and regulations must be strictly consistent with the 
provisions of the act. 

8. Provides that licenses, once granted, may be revoked by the State licensing 
agency only for cause and requires State licensing agencies to establish appeal 
procedures in which impartial referees will hear and decide upon grievances. 

9. Authorizes State licensing agency to make necessary alterations of Federal 
property to provide suitable locations for stands unless such alterations are made 
by the Federal agency having charge of the property. 

10, Authorizes that stand operator be provided with necessary stand equipment 
and initial stock by the State licensing agency. 

11. Permits any State to vest the ownership of stand equipment and stock in 
the blind licensee—except that the State licensing agency must retain a first op- 
tion to repurchase stand equipment from a licensee desiring to give up his stand, 
thus protecting the location for other blind persons. 

12. Authorizes groups of blind licensees to form cooperatives to operate the 
vending-stand program in a State or locality and permits such cooperatives to 
become the agents of the State licensing agency for program purposes. 

13. Prohibits fees, service charges, or deductions in excess of 5 percent of gross 
proceeds. 

14. Requires that the use of funds accumulated from fees, service charges, and 
deductions from gross proceeds be limited to the repair and maintenance of equip- 
ment and the purchase of new equipment. 

15. Authorizes the use of vocational rehabilitation appropriations as Federal 
matching funds for one-half the cost of stand equipment and initial stock. 
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16. Requires that such managerial and supervisory services as may be given by 
State licensing agencies must be paid for by Federal or State funds and thus pro- 
hibits the use of any part of the stand proceeds to pay for managerial or super- 
visory salaries and expenses. 

17. Amends the Barden-La Follette Act (Public Law No. 113, 78th Cong.) to 
remove some restrictions on the use of Federal matching funds and permits such 
funds to be used where necessary for providing individuals with “tools, equipment, 
initial stocks, and supplies, including livestock and capital advances.” 

Dr. renBroex. I should like permission also to submit at a later 
day, when we have a few more days to work on it, a slightly expanded 
argument with respect to the Randolph-Sheppard ame endments. 

Senator Purret.. Doctor, such information you suggest to the 
committee will be incorporated in the reeord—— 

Dr. renBrorx. Thank you, sir. 

Senator Purre... If you get it in within a reasonable time. 

Dr. renBrorx. Now, sir, I will be glad to answer any questions. 

Senator Purre.tn,. Your testimony has been most interesting. 

Senator Goldwater, have you any questions to ask the doctor? 2 

Senator Gotpwarrr. No; I have no questions. 

[ just would like to comment on the conciseness of this testimony 
and the thought behind it. It is really refreshing to have a man come 
here who can express himself so well, so quickly. 

Dr. ren Broek. Thank you, Senator. 

Senator Purreii. Senator Goldwater has expressed my feelings, 
too, in the matter, Doctor, and I can assure you that your testimony 
will be studied very carefully by all members of the committee. 

Doctor, again I want to thank you for ap pearing here and helping 
us in our deliberations, and I know your testimony will be extremely 
helpful. 

Dr. ren Brorx. Thank you very much, sir. 

Senator Purre.tt. Our next witness will be Dr. Edgar Fuller, execu- 
tive secretary of the National Council of Chief State School Officers. 


STATEMENT OF DR. EDGAR FULLER, EXECUTIVE SECRETARY, 
NATIONAL COUNCIL OF CHIEF STATE SCHOOL OFFICERS 


Dr. Fuuuer. I appreciate very much the opportunity to appear here 
briefly and to testify on Senate bill 2759 and related bills before your 
committee. 

Senator Purrent. May I ask: Do you have a prepared statement ? 

Dr. Futter. I have just a brief statement by outline, but no pre- 
pared statement, sir. 

The chief state school officers are usually the executive officers for 
the State boards of vocational education, in which the administration 
of vocational rehabilitation has been placed in almost all of the 
States. I represent them here, and I have a number of statements 
directly from members of the governing board of directors and also 
from the legislative ¢ ommittee ‘of the chief state school officers. 

We favor Senate bill 2759 generally because of the expanded oppor- 
tunities for vocational rehabilitation which it promises. 

Vocational rehabilitation has some aspects of education and train- 
ing, some sepects of health ames the various health professions, 
and also the aspect, as Senator Goldwater commented a while ago, of 
vocational placement. 
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Those of us who have been dealing with this matter here in Wash- 
ington for some time know that these three aspects of vocational re- 
habilitation are intermingled. We believe, however, that the major 
administrative emphasis in the field is in training and in education, 
and we favor leaving the administration of vocational rehabilitaton 
at the State level in the State boards of vocational education where 
it is now placed. 

We, therefore, would like to suggest to your committee, Mr. Chair- 
man, that you eliminate from Senate bill 2759 section 5 (a) (1), which 
would dangle before legislatures and governors the idea of removing 
the vocational-rehabilitation work of the State from the State board 
of vocational education and placing it in some separate agency. 

We believe honestly, and I believe it is not a jurisdictional matter 
of selfishness, that because vocational rehabilitation begins primarily 
with training and education and brings in the other services, this ac- 
tivity should be administered at the State level in the State boards of 
vocational education as at present. 

If the other alternative is authorized, we may have one setup in a 
State, another setup in a second State and numerous exceptions to the 
regular system. Each one of those exceptions causes trouble. Each 
one causes difficulties to the other States, and we believe that admin- 
istratively and organizationally there ought not to be a splintering 
of the structure at the State level in vocational rehabilitation. 

So, we hope you will consider carefully, Mr. Chairman, the elimina- 
tion of section 5 (a) (1) and the reinstatement of the provisions in 
the 1943 amendments covering that point. 

Now, this is a difficult thing for me to testify about in many ways. 
I sent inquiries to the members of the board of directors of the chief 
State school officers, including the president, who is the State super- 
intendent of California, and the first vice president, who is your own 
State commissioner of education in Connecticut, Mr. Chairman, and 
seven others, as well as to the legislative committee, and I have tele- 
grams here from most of them. 

There is no agreement, apparently, with the formula for distribu- 
tion of funds which has been suggested by Mrs. Hobby and by Under 
Secretary Nelson Rockefeller and by the vocational-rehabilitation 
agency in the Health, Education, and Welfare Department. The 
chief State school officers express general support of the bill for its 
expanded services, but they believe that the bill introduced by Sena- 
tor Potter, of Michigan, Senate bill 3039, I believe it is, carries a bet- 
ter formula for the distribution of funds. As Mr. Whitten said in 
previous testimony, a number of State directors of vocational re- 
habilitation, working as a committee, formulated that bill and it was 
introduced by Senator Potter at their request. 

We have telegrams here from Nevada, West Virginia, California, 
Massachusetts, Montana, Michigan, and Wyoming favoring the Potter 
bill as a whole. 

We have no communication which goes all the way with Senate 
bill 2759. 

Now, that may sound contradictory to say that we are in general 
support of it, but that general support is limited to the services that 
are offered in the bill. 

We hope that at least the present appropriation of $23 million in 
support grants for the regular program will be maintained and that 
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if there are extension and improvement and special project grants 
those will be in addition. 

We believe there ought to be a longer period of time given to the 
States to make the adaptations which are necessary to match Federal 
funds, should the formula of S. 2759 be adopted. 

Personally, I believe I could speak from experience as a State 
commissioner of education and as an executive officer in this field 
in saying that the 10 percent the first year, 55 percent the second 
year and then full adaptation the third year—the procedure outlined 
in the administration bill—is too short a time. The adaptation would 
be impossible for many States to make, as a practical matter, within 
the 2 years allowed. 

Senator Purret,. What would be a reasonable time in your view, 
sir ¢ 

Dr. Futter. Well, I don’t know, but 2 years, you see, would catch 
many legislatures unprepared. 

Senator Purret.. That is right. 

Dr. Fuuuer. I think it is generally thought by our people that two 
sessions of a State legislature are required in order to insure that the 
State will have time to speak through its legislature. 

Senator Purre... That means about 4 years. 

Dr. Fu.iter. About 4 years, instead of 2. Some of the adaptations 
the States would have to make under S. 2759 are extreme. For in- 
stance, some States would have to double the State allotment, while 
the program would be cut down to half or two-thirds of its present 
strength until that doubling of the State amount was achieved. 

We would like also to suggest that the so-called Busbey rider on the 
appropriations bill last year be repealed. We believe that rider, in 
view of the President’s desire and the Health, Education, and Wel- 
fare Department’s desire for an expanded program in vocational 
rehabilitation, is not a justifiable provision, and we hope you will 
give careful attention to the possibility of repealing it. 

I would be glad to enter these telegrams from our board of directors 
and legislative committee in the record, Mr. Chairman, if you would 
like to have them. 

Senator PurretL. They will become a part of the record. 

(The telegrams referred to are as follows :) 


OLyMpIA, WaASsH., April 1, 1954. 


Dr. Epear FULLER, 
Executive Secretary, National Council of Chief State School Officers, Wash- 
ington, D. C.: 

Oppose method provided in 8S. 2759 for alloting funds to the States. Under 
this bill Washington would lose over $200,000 a year by 1957. Approve allotment 
provision in S. 3039. Services need to be expanded. Provision should be made 
for services to all persons who are public charges and need vocational rehabili- 
tation for return to self-support. Existing law and pending bills are limited in 
that a person must have a physical or mental disability and be vocationally handi- 
capped. Many unemployed adults who are public charges have no physical im- 
pairment but could be returned to self-support through vocational rehabilitation 
services. Your help in this matter will be appreciated. Mrs. Wanamaker will 
be in Washington Statler Hotel April 4 and 5. 

BorcGHILD HELGESEN, 
Administrative Assistant, State Office of Public Instruction. 
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ALBANY, N. Y., April 2, 1954. 
Dr. Ep@ar FULLER, 
Ezvecutive Secretary, National Council of Chief State School Officers, 
Washington, D. C.: 

We favor principles contained in administration bill, S. 2759, and financial 
structure of Potter bill, S. 3039. Administration bill, S. 2759, would be satis- 
factory with revised financial provisions. 

L. A. WILSON, 
New York State Education Department. 


CHEYENNE, Wyo., April 1, 1954. 
EpGar FULLER, 
Secretary, National Council of Chief State School Officers, 
Washington, D. C.: 

We support the Potter bill, 8S. 3089. Do not feel support of independent 
agency inclusion advisable. Administration bill method of determining grants 
to States would wreck Wyoming’s rehabilitation program. Must not permit 
formula for distribution of funds in Administration bill, S. 2759, to remain. 

EpnNa B. STo.t, 
Superintendent of Public Instruction, 
Wyoming State Department of Education. 


HONOLULU, April 2, 1954. 
EipGAR FULLER, 
Washington, D. 0.: 
We support S. 2759. With recommendation that financing provisions for basic 
program be similar to S. 3039. 
CLAYTON CHAMBERLIN, 


LANSING, Micu., April 2, 1954. 
EpGar FULLER, 
Executive Secretary, National Council of Chief State School Officers, 
Washington, D. C.: 
Michigan favors Potter bill for vocational rehabilitation. 
Ciatr L. TAyYLor, 
Superintendent of Public Instruction. 


JACKSON, Miss., April 2, 1954. 
EpGAR FULLER, 
Ewecutive Secretary, National Council of Chief State School Officers, 
Washington, D. C.: 
We prefer S. 2759 for vocational rehabilitation. However, we urgently re- 
quest that your testimony be in favor of keeping administration of rehabilitation 
under the State board for vocational education as now constituted. 


J. M. Tavs. 


HELENA, Mont., April 2, 1954. 
Ep FULLER, 
National Council of Chief State School Officers, Washington, D. C.: 
Montana State Board of Education on record to our Senators opposing 8. 2759 
as proposed. SS. 3039 much preferable. Senator Murray, Montana, has detailed 
information. Regards. 
Mary M. Conpon. 


TALLAHASSEE, F'LA., April 2, 1954. 
EpGAR FULLER, 
National Council of Chief State School Officers, Washington, D. C.: 


In general I favor expanded vocational rehabilitation program provisions of 
Senate bill 2759 with increased rather than decreased Federal funds for Florida. 
Financial provisions of Senate bill 3039 would be satisfactory. 


Tuomas D. Barley. 
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CoLumBIA, 8S. C., April 2, 1954. 
EpGAR FULLER, 
Executive Secretary, 
National Council of Chief School Officers, 
Washington, D. C.: 

Prefer rehabilitataion remain under State department education. Prefer basis 
for distribution of funds two-thirds by Federal Government one-third by State. 
Smith bill makes this possible first year. Low income States cannot match 
dollar for dollar. 

JESSE T. ANDERSON, 
State Superintendent of Education. 


Boston, MASss., April 2, 1954. 
EpGar FULLER, 
National Council of Chief State School Officers, 
Washington, D. C.: 
I favor 8. 3089—vocational rehabilitation. 
JOHN J. DESMOND, Jr., 
Commissioner of Education, 


SACRAMENTO, CALIF., April 2, 1954. 
EpGarR FULLER, 
Erecutive Secretary, National Council of 
Chief State School Officers, 
Washington, D. C. 
Re April 1 telegram, we oppose Senate bill 2759 insofar as it relates to the. 
financial sections. No opposition to Senate bill 30389. 
Roy E, Srmpson, 
Superintendent of Public Instruction. 


CHARLESTON, W. VA., April 2, 1954. 
Dr. EpGar FULLER, 
Executive Secretary, National Council of 
Chief State School Officers, 
Washington, D. C. 

Favor Potter bill. Oppose separate agencies as proposed in S. 2759. Federak 
share to State share may well be adjusted to become 66% to 3314 by 1957 for alk 
the States and for any additional appropriation. 

W. W. Trent, 
State Superintendent of Free Schools. 





Hartrorp, Conn., April 2, 1954. 
EpGar FULLER, 
National Council of Chief State School Officers, 
Washington, D. C. 
We approve 8. 2759 except for its financial provision; as a method of financing: 
we approve method found in 8. 3039. 
FInIs ENGLEMAN. 


Carson City, NEv., April 2, 1954. 
Dr. EpGar FULLER, 
Executive Secretary, National Council of 
Chief State School Officers, 
Washington, D. C. 
Support Porter bill. Believe period of adjustment should be lengthened ; 
nullify section 5a bill 2759. 
GLENN A. DUNCAN, 
Superintendent of Public Instruction. 








PRESIDENT’S HEALTH RECOMMENDATIONS 451 


JEFFERSON Citry, Mo., April 2, 1954. 
Dr. EpGar FULLER, 
Executive Secretary, National Council ef 
Chief State School Officers, 
Washington, D. C. 

Favor S. 2759 with reservations. Not separate vocational rehabilitation from 
education. If 50-50 matching is must we want 3-year cushion period. However, 
in opportunity for increased Federal funds for basic program. 

Hvusert WHEELER. 

Dr. Futuer. The directors and members of the legislative commit- 
tee were the only chief State school officers to whom my telegram of 
inquiry was sent, and most of them have replied. I think the senti- 
ments expressed in their replies are the sentiments of the responsible 
State administrators throughout the country. 

Thank you very much. 

Senator Purrety. Are there any questions you would like to ask, 
Senator Goldwater ? 

Senator Gotpwarer. No. I am pretty much in agreement. 

Senator Purrett. Thank you very much. 

I haven’t any questions, but I am very thankful to you and the 
committee is thankful to you for coming here and testifying. 

If there are no questions and there is no further t testimony that 
you wish to give, Dr. Fuller, I want to thank you for coming. 

Dr. Futter. Thank you very much, sir. 

Senator Purret.. These hearings of this subcommittee will stand 
in recess until 10 o’clock tomorrow. 

(Whereupon, at 11:53 a. m., the hearing was recessed, to recon- 

vene at 10 a. m. tomorrow morning, Tuesday, April 6, 1954.) 


46293—54—pt. 2-——10 











PRESIDENT’S HEALTH RECOMMENDATIONS AND 
RELATED MEASURES 


TUESDAY, APRIL 6, 1954 


Unrrep Srates SENATE, 
CoMMITTEE ON Lapor AND Pusiic WELFARE, 
SUBCOMMITTEE ON HEALTH, 
Washington, D. C. 

The subcommittee met at 10 a. m., pursuant to recess, in room P-63 
of the Capitol, Senator Barry Goldwater presiding. 

Present: Senators Goldwater (presiding), Hill, and Lehman. 

Also present: Roy E. James, staff director; Melvin W. Sneed and 
William G. Reidy, professional staff members. 

Senator GotpwaTer. The meeting will come to order. 

Our first witness this morning is Mr. Ray Power. 

Is Mr. Power present ? 

Mr. Power, I want to explain the absence of the chairman. He is 
not well this morning. He called me and asked me if I would take 
over, which I am very happy to do because I am very anxious to hear 
what you have to say. Virginia and West Virginia hove always been 
pretty close to my heart. 1 went to school in both States. 


STATEMENT OF F. RAY POWER, EXECUTIVE OFFICER AND DIREC- 
TOR, WEST VIRGINIA DIVISION OF VOCATIONAL REHABILI- 
TATION 


Mr. Power. Mr. Chairman, I have prepared a statement which I 
wish to file for the record. 

Senator Goldwater. That will be done. 

Mr. Pownr. And I will talk briefly from an outline. 

Senator Gotpwater. Fine. You proceed any way you want, Doctor. 

(The prepared statement of Mr. Power is as follows:) 


STATEMENT OF F. Ray PoWER, EXECUTIVE OFFICER AND DrrRECTOR, WEST VIRGINIA 
DIVISION OF VOCATIONAL REHABILITATION 


The President’s proposal that the Federal-State program of vocational rehabili- 
tation should be strengthened and expanded is laudable. Despite the progress 
that has been achieved since the enactment of Public Law 113 in 1943, only a 
good beginning has been made in rehabilitating the Nation’s disabled men and 
women into suitable jobs. When we consider that the Federal-State rehabilita- 
tion program is currently rehabilitating only 60,000 annually of the 2 million 
eligible disabled men and women who could be rehabilitated, and that 250,000 
become eligible for rehabilitation each year, it is obvious that the present program 
of vocational rehabilitation needs to be strengthened and expanded. 

Proposed rehabilitation legislation should be carefully examined to determine 
whether or not it will be practical and effective in contributing toward the 
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expansion and improvement of vocational rehabilitation. There is no justifica- 
tion for changing basic legislation just for the sake of change. Furthermore, we 
need to guard against changes in the law which may do harm to the program of 
vocational rehabilitation of the handicapped. Last year’s amendment to the 
Federal rehabilitation law, in the form of restrictive appropriation language 
which was designed to reduce Federal financial participation, in my opinion, is 
harmful to the program. Any proposed new legislation can be best evaluated by 
comparing it with our basic rehabilitation law (Public Law 113, 78th Cong.) 
under which the program successfully operated from 1943 to 1953. It is generally 
agreed that this was an excellent law prior to the restrictive amendment of 1953. 
I refer to the allotment provisions of Public Law 170, 83d Congress, under the 
subheading “Office of Vocational Rehabilitation,” the second and third provisos 
relating to appropriation, which repealed the matching provisions of Public Law 
113 requiring the Federal Government to reimburse each State for 100 percent 
of the necessary costs of administration, and vocational guidance, and for 50 
percent of the necessary cost of case service. 

My discussion will relate to the implications of certain provisions contained 
in H. R. 8149, S. 2758, and S. 2759 and other bills on the same subject matter. 
I will limit my comments and recommendations to those matters which I believe 
to be most important. Other provisions will not be dealt with due to the limi- 
tations of time and space. It is obvious that this approach will enable me to 
comment on only a few of the provisions of the several rehabilitation bills under 


consideration by Congress. 


AMENDMENTS TO HOSPITAL SURVEY AND CONSTRUCTION ACT 
(S. 2758, H. R. 8149) 


Rehabilitation facilities 

The present Federal vocational rehabilitation law does not authorize the 
granting of Federal funds to assist the States in the establishment of rehabilita- 
tion centers. Such facilities are essential to the rehabilitation of certain types 
of severely disabled persons. There are few now available which can be used 
in a satisfactory manner by State rehabilitation divisions. Federal aid should 
result in an expansion of this type facility and thereby improve vocational 
rehabilitation services. 

S. 2758 and H. R. 8149 contain provisions relating to the authorization of 
appropriations to aid in the establishment of rehabilitation facilities and the 
allotment of funds to the States. These bills also define a rehabilitation facility. 

The definition of rehabilitation facility differs slightly in the two bills. How- 
ever, both appear to give major emphasis to the medical aspects of rehabilita- 
tion and minor emphasis to the vocational aspects. From the the vocational 
rehabilitation standpoint, there is danger of developing rehabilitation facilities 
as superspecialized hospitals and not as well-balanced facilities which will con- 
tribute to the preparation of severely disabled persons for suitable employment. 
A practical rehabilitation facility should provide for vocational training con- 
currently with treatment. In many instances, a sound evaluation of the client 
cannot be made apart from training. It is also a waste of public funds to keep 
a disabled person for a long period in a center where he receives only evaluation 
and treatment when, at the same time, he would profit from vocational training. 

A major problem now facing the States is to secure appropriate rehabilitation 
center services and to get such services at a price which rehabilitation divisions 
are able to pay. Sufficient State funds are not available to pay $30 a day per 
client for rehabilitation center services except for a small number of clients. A 
facility is needed which can provide appropriate services at a rate of from $6 to 
$8 per day per client. The Woodrow Wilson Rehabilitation Center at Fishers- 
ville, Va., is the most practical and effective rehabilitation facility I know of, and 
the excellent features of this type of center should be carefully considered in 
planning for establishing of additional rehabilitation centers to assist in the 
vocational rehabilitation of severely disabled men and women. 

A rehabilitation facility giving major emphasis to the medical aspects of re- 
habilitation with a small daily capacity and very high cost per client per day will 
not make a substantial contribution toward the vocational rehabilitation of the 
thousands of severely disabled persons on State rehabilitation rolls. On the other 
hand, a facility which provides for a balanced emphasis on the medical and voca- 
tional aspects of rehabilitation, with a large daily capacity and a low cost per 
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day per client, can make a worthwhile contribution to the rehabilitation of the 
severely disabled. If rehabilitation facilities of the latter type can be established 
through Federal aid and State appropriations, I am heartily in favor of such a 
program. 


AMENDMENTS TO VOCATIONAL REHABILITATION ACT (8S. 2759) 


Authorization for grants 

Section 1 of S. 2759 authorizes three types of grants for vocational rehabilita- 
tion purposes. I strongly recommend that the No. 2 type be eliminated and that 
all funds to be allotted for the No. 2 type be allotted to the No. 1 type. 

The No. 2 type includes “grants to States to assist them in initiating projects 
for the extension and improvement of their vocational rehabilitation services.” 
As I understand it, this provision would not give States authority to provide any 
services that they could not make available under type 1 provided they had 
sufficient funds. 

It would be a much better arrangement to provide the States the additional 
funds needed to initiate projects for the extension and improvement of their vo- 
cational rehabilitation services under No. 1 type where they would have authority 
to develop such projects as they might determine to be necessary. State authori- 
ties operating their rehabilitation programs are well qualified to determine what 
kind of a project constitutes an extension and improvement of rehabilitation serv- 
ices in their States and should not be required to seek special Federal approval 
for such projects, and a special grant of funds to initiate them. 

The section suggests that projects for the extension and improvement of reha- 
bilitation services are to be an integral part of the State-operating program, and 
that they may be any one of a variety of activities depending on whether the 
Secretary of Health, Education, and Welfare finds they constitute an extension 
or improvement of vocational rehabilitation services in a particular State. In 
fact, the bill implies that it may be difficult to distinguish such projects from other 
activities in the provision of vocational rehabilitation services since it prohibits 
the payment for any project under type 2 for which any payment is made under 
type 1. This action would require Federal participation in the management of 
the rehabilitation program in the States and could well result in discrimination 
and favoritism among the States. Such an arrangement would also open the 
way for the use of political pressure and emotional appeal to secure approval and 
grants of funds to carry on a part of the State rehabilitation program. 

The States and the Federal Government should work together in the promo- 
tion of the entire vocational rehabilitation program. Special approval for a 
part of the operating program in a State and special grants to assist in financing 
such a part, in my opinion, would be unnecessary interference with the oper- 
ating program in a State by the Federal Government and could hinder rather 
than help in extending and improving rehabilitation services. 

Priority in serving cases 

Section 5 (a) (38) of S. 2759 provides that in case vocational rehabilitation 
services cannot be provided all disabled individuals who apply for such services, 
that the State plan show the order to be followed in selecting those to whom 
vocational rehabilitation services will be provided. 

States failing to meet this requirement would jeopardize their grants of Fed- 
eral funds. This is a most difficult requirement to meet. It requires a selection 
of certain types of disabled persons from among a group of eligible disabled 
persons and giving such persons service while at the same time deferring or 
denying service to other eligible disabled persons. This requirement presents 
two major problems: (1) The development of criteria which will equitably classify 
eligible disabled clients in priority groups, and (2) the operation of an efficient 
production program when certain cases have to be given priority in contract, 
followup, and in the provision of service. This could result in great waste since 
it would likely require the processing of many eligible cases that could not be 
rehabilitated because of low priority rating after classification. 

Experience indicates that as yet no valid criteria have been developed for 
an equitable grouping of eligible rehabilitation cases on a priority basis. Pick- 
ing and choosing cases from an eligible group in accordance with a priority 
system is a waste of time and greatly retards production. In my opinion it is 
not practical, at present, to provide services to eligible disabled persons in 
accordance with a priority system, and the inclusion of such a requirement in 
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the law would lead to confusion and inefficiency in the operation of a vocational 
rehabilitation program. I am therefore opposed to any such legal requirement. 


Method of financing rehabilitation 


After a careful study of the proposed method of financing vocational rehabili- 
tation in sections 10 and 11 of S. 2759, I am convinced that this method will not 
result in an expansion of the Federal-State program of vocational rehabilitation 
but a further reduction in service. 

Vocational rehabilitation does not operate satisfactorily under an allotment 
system of distributing Federal funds to the States. It is a type of program 
which is peculiarly adapted to a Federal matching plan which provides Federal 
funds in accordance with State expenditures. Rehabilitation, by its nature, is 
a long-term continuing process. Cases are referred, contacted, followed up, and 
service is authorized. Later service starts, frequently after considerable delay. 
It may be physical restoration, or training, or a combination of the two. It may 
also include a number of other services. Whatever the service or services may 
be, they do not conform to fiscal years. There are hundreds of disabled persons 
receiving services at all times. Their cases start in service from the first day 
of the fiscal year until the last day. The disabled person may be undergoing 
rehabilitation for 4 months or for 4 years. When a client’s rehabilitation pro- 
gram extends from one fiscal year to another, it is desirable that there be as- 
surance that the financial support of the program will be such that it will permit 
the service to be carried out. In other words, it is essential to efficient opera- 
tion for a State director to be able to estimate from year to year what Federal 
grants can be expected on the basis of a given State appropriation. 

In providing services to clients and in assuming financial obligations in behalf 
of clients, vocational rehabilitation operates much like public assistance. 
Caseloads cannot be arbitrarily adjusted to bring expenditures within balance 
at the end of any quarter without wasting of funds and adversely affecting 
services for the next quarter. This situation can best be met by legislation 
which will authorize the Federal Government to match State expenditures in 
accordance with a definite formula which will assure a fixed percentage partici- 
pation in proportion to State expenditure. 

It is my understanding that under existing law a State can depend on a definite 
Federal public assistance grant if the State makes its expenditure. In order 
for vocational rehabilitation to maintain a sound program, it is essential that 
the method of Federal financial participation be adapted to its peculiar needs. 
Since one of the major purposes of vocational rehabilitation is to prevent the 
expendtiture of nnblic funds for relief grants to disabled people, it would seem 
to be a wise policy to place rehabilitation on an equally favorable basis of 
Federal financia! participation with public assistance. In other words, since 
vocational rehabilitation provides a direct individual case service, the method 
of Federal financial participation should be adapted to that type of operation, 
and the grant of Federal funds should be as liberal as public assistance. I 
am advised that approximately 70 percent of the expenditure for public assist- 
ance in West Virginia is reimbursed from Federal funds on a formula matching 
basis. 

Under the provisions for Federal participation in vocational rehabilitation 
as outlined in S. 2759, State administrators and State legislatures will be unable 
to plan their rehabilitation pregrams with any certainty. It contains no pro- 
vision requiring the Federal Government to match State expenditures for voca- 
tional rehabilitation on any fixed formula matching basis in relation to State 
expenditure. The only assurance that any State will have is that it will receive 
a pro rata share of such Federal funds as may be appropriated from year to 
year. It would appear next to impossible to operate an efficient rehabilitation 
program under this method of Federal financial participation. To begin with, 
Congress will not, under the proposed law have an obligation for appropriating 
funds for rehabilitation in accordance with a fixed relation to estimated State 
appropriations and expenditures. After funds are appropriated by Congress it 
appears that 2 or 3 proposed ways of allocating funds in this bill will be at the 
discretion of the Secretary. Such a financial arrangement limits program plan- 
ning to a yearly basis. It definitely discourages starting cases in rehabilitation 
during a fiscal year when it is known that services will need to continue into the 
next fiscal year, since there is no way of estimating the percentage of Federal 
participation in the program from one year to the next. 

I think it is clear that the allotment system of distributing Federal funds for 
vocational rehabilitation without any obligation to match State funds on a fixed 
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formula basis will definitely retard rehabilitation service in the States, because 
of the increased uncertainty of Federal funds which will seriously interfere 
with program planning. 

Preliminary computations on the basis of the financial provisions of 8S. 2759 
indicate that approximately 20 States would each lose a maximum of 10 percent 
on their Federal grants this coming fiscal year provided the appropriations for 
vocational rehabilitation services remain the same as for the current year. Many 
of these States would also lose another 10 percent the next fiscal year if the 
appropriations remain the same. 

It is very questionable if many of these States will be able to get additional 
funds from their legislatures to make up for the reduction in Federal funds. 
A number of governors have stated that it will be practically impossible for 
their States to assume a greater proportion of the cost of Federal grant-in-aid 
programs until the Federal Government moves out of the taxing field sufficiently 
to give their States an opportunity to collect more taxes. If these States were 
unable to appropriate more funds when Federal grants were on a fixed formula 
matching basis and more liberal in relation to State funds, it looks as if the 
problem would be much more difficult under an allotment system which does 
not provide for fixed matching of State funds. 

West Virginia loses funds 

The financial provisions of S. 2759 will drastically reduce Federal financial 
participation in the West Virginia vocational rehabilitation service on the basis of 
the current Federal appropriation. The amendment to Public Law 113 by the first 
session of the 88d Congress which repealed the matching provisions and provided 
an allotment plan for the distribution of rehabilitation funds, reduced Federal 
financial participation in the West Virginia program from 67.53 percent in 
1953 to 60.51 percent in 1954, or $156,000. The provisions in this bill would 
further reduce Federal participation in the provision of rehabilitation services to 
approximately 55 percent, or $84,000, on the basis of present appropriation. This 
would mean a drastically reduced rehabilitation program for West Virginia 
despite a backlog of approximately 5,300 disabled men and women on the rehabil- 
itation rolls awaiting service. It is also true that West Virginia has the largest 
number of children on relief rolls per capita of any State in the Nation, and 
more than half of them are on relief because of disabled parents. 

The people of West Virginia have made a very great effort to solve the prob- 
lem of rehabilitating their disabled citizens into employment. The State appro- 
priation for rehabilitation is among the highest per capita in the Nation. West 
Virginia also is third highest in the Nation in the number of disabled persons 
rehabilitated per capita. Our State appreciates the rehabilitation aid that has 
been provided by the Federal Government. We do not see how the reduction 
of Federal aid for rehabilitation services to West Virginia and in many other 
States next year, can result in an expansion of rehabilitation services. On the 
contrary it will certainly reduce vocational rehabilitation services. It would 
appear that the financial provision of S. 2759 would reduce Federal financial 
participation in the States that have a demonstrated need for vocational rehabili- 
tation and urgently need funds, and would transfer funds to other States that 
have not demonstrated so great a need and would probably be unable to use 
the funds because of lack of State funds and organization. 

The financial provisions of Public Law 113 in effect from July 1943 to July 
1953 required the Federal Government to reimburse each State for 100 percent of 
the necessary costs of administration and vocational guidance and for 50 per- 
cent of the necessary cost of case service. The result was that the Federal 
grant to each State for rehabilitation was largely determined by the amount 
of State matching funds. If a State put more money into the program it auto- 
matically acquired a claim to a larger Federal grant. 

The matching arrangement described above has many desirable features and 
worked well over a period of years. It gave encouragement to States with 
serious disability and rehabilitation problems by making Federal grants avail- 
able in proportion as the State appropriated its own money to meet the problem. 
The fact that a State appropriated more money for rehabilitation was not only 
evidence that it had a serious rehabilitation problem, but it also demonstrated 
that it was willing to spend its own funds to solve this problem. For the Fed- 
eral Government to aid in proportion to the State’s effort in solving its acute 
rehabilitation problem is good American practice. Another excellent feature 
of the plan was the assurance given the States by the law that the Federal Gov- 
ernment would give aid for future efforts in rehabilitation in proportion as 
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the States appropriated their own funds. This enabled State rehabilitation 
officials to go to their legislatures and request State appropriations with the 
understanding that a proportionate amount of Federal aid would be granted 
as a result of the State appropriation. This helped in getting State money to 
rehabilitate the disabled into jobs. 


Repeal 1953 rehabilitation law amendment 

Because of a desire to reduce Federal financial participation in the program, 
and a lack of understanding of how the vocational rehabilitation program oper- 
ates and the need for a fixed Federal matching of State funds on a continuous 
basis in order to permit effective planning of rehabilitation services, a campaign 
was pushed to repeal the matching provisions for Federal aid in Public Law 113, 
and the substitution of an allotment system. It may be pointed out here that 
a practical way to have reduced the percentage of Federal financial participa- 
tion in the program and at the same time preserved the matching feature which 
would have permitted satisfactory planning, would have been to change the law 
relating to matching. For example, a change in Federal reimbursement from 
100 percent to 75 percent of the cost of administration and vocational guidance 
would have reduced Federal participation in the program but would not have 
destroyed the matching system formula. 

The amendment repealing the matching provisions of Public Law 113 and 
substituting an allotment system for the distribution of rehabilitation aid was 
recommended as a part of the appropriation language of the 1954 appropriation 
bill, and was approved by the 83d Congress, Public Law 170, the provision under 
the subheading “Office of Vocational Rehabilitation,” and reads as follows: 

“Provided further, That after payment of amounts certified to be due for 
prior fiscal years, the funds herein appropriated shall be apportioned among the 
States in accordance with regulations promulgated by the Secretary to insure 
equitable maintenance and improvement of State programs; and the obligation 
of the United States to any State under such act for fiscal year 1954 shall not 
exceed the amounts so apportioned to such State: Provided further, That the 
amount apportioned to a State for fiscal year 1955 shall not exceed $1 for each 
75 cents contributed by the State for the same purposes.” 

The above amendment has all the undesirable features of an allotment system 
of distributing Federal funds to vocational rehabilitation. It relieves the Fed- 
eral Government of any obligation to match State rehabilitation funds on a 
fixed basis. Under this provision, States have no assurance of the amount of 
Federal participation that will be in their programs from 1 year to the next 
since the amended law does not require Congress to support the program on a 
fixed matching basis in relation to State expenditures. This feature, as has 
been previously pointed out, prevents planning which will permit an orderly 
operation and development of the program from 1 year to the next. This un- 
certainty has done and will continue to do harm to the Federal-State program 
of vocational rehabilitation. It is a vital matter and is resulting in great loss 
because of its hindrance to future planning. 

Because of the harmful effect of the allotment procedure outlined in the 
amendment referred to above, it should be repealed. If Congress believes that 
the original matching provisions of Public Law 113 provide for too large a part 
of the cost of the Federal-State programs of vocational rehabilitation, it can 
reduce Federal participation by amending the matching provision and provide 
for a smaller share of Federal expenditures in relation to State expenditures. 
By taking some such action, the Federal aid could be reduced and at the same 
time continuous Federal participation in accordance with a fixed proportion of 
State expenditures could be assured. 

I, therefore, recommend as a first step in strengthening and expanding re- 
habilitation services, repeal of the 1953 amendment to Public Law 113 which 
amendment was approved as a part of the appropriation language for the 1954 
vocational rehabilitation appropriation. 

Oppose reduction of grants 

Considering the fact that the vocational rehabilitation of the disabled into 
suitable jobs is so great a problem and that so much needs to be done, a reduction 
of Federal financial participation in the provision of vocational rehabilitation 
service in any State would be unfortunate at this time. It is not only desirable 
that the Federal Government give as much financial assistance as possible, but 
that it promote a situation which encourages States to put forth their best 
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possible efforts in securing appropriations of State funds and the development 
of services. It is really not a question of whether we can afford to spend public 
funds for vocational rehabilitation. It is rather a question of whether we can 
afford not to spend money for this purpose. 

A program that is doing less than one-fourth of the job which is recognized 
to be done should certainly be given sound encouragement. With 250,000 disabled 
men and women coming to need vocational rehabilitation each year and only 
60,000 being rehabilitated the need for expansion of vocational rehabilitation 
services is apparent. While some States are providing more rehabilitation 
services than others, none are doing enough. A plan should be pursued which 
would encourage and help all to do more. A legislative proposal to reduce 
Federal aid for rehabilitation services to a larger number of States is unfor- 
tunate when the need for rehabilitation is increasing. 

In West Virginia, the need for vocational rehabilitation is greater than at any 
time in 20 years. More and more physically handicapped men and women are 
losing their jobs under present employment conditions. It is more difficult to 
prepare disabled men and women for and place them in suitable jobs today than 
a year ago. With relief costs mounting, it does not seem to be sound policy to 
reduce vocational rehabilitation services when the opportunity and the need is 
so great to help men and women into jobs at which they can earn a living. 
Major problem in rehabilitation 

The major problem faced by the Federal-State program of vocational rehabili- 
jtation is to provide additional appropriate rehabilitation services for the 
thousands of eligible disabled men and women awaiting service on the rolls of the 
rehabilitation agencies in the States. Additional skilled professional employees 
are needed to counsel, to provide vocational guidance, to arrange for purchase of 
case services, and to place the disabled in suitable jobs. Additional funds are 
needed to employ the professional workers and to buy the case services such as 
surgery, artificial limbs, hearing aids, wheelchairs, training, and job-placement 
equipment. Unless we can provide for these services and aids in increasing 
amounts, the program will not go forward in its mission to transform tax users 
into taxpayers. Any proposed legislation should be examined first to see how 
it contributes toward the solution of this problem. If it does not soundly con- 
tribute, it should be rejected. 

First things should come first. All agree that we have a long way to go 
before we can meet the minimum rehabilitation needs of the run-of-mine eligible 
disabled men and women who are applying for rehabilitation. This important 
fact should not be lost sight of in considering rehabilitation legislation. It 
emphasizes the need for an overall plan which will promote the expenditure of 
more Federal, State, and private funds in the provision of appropriate rehabili- 
tation services. Even with the marshaling of all available help, in the most 
effective manner, many years will be required to extend rehabilitation to a 
major part of those who need it. 

In addition to the expansion of the usual program of vocational rehabilitation 
services, rehabilitation centers, sheltered workshops, additional specialized serv- 
ices for the blind, and many more things are needed. 

All who are aware of the problem of disablement and rehabilitation are 
pleased that the President and the Congress are giving consideration to the 
problem at this time. It is my sincere hope that legislation will be enacted at 
this session of Congress which will result in the improvement and the expansion 
of vocational rehabilitation service. My organization will be glad to contribute 
what it can to the solution of this problem. I appreciate this opportunity to 
present my views to the committee, and I hope they may be of some help. 


Mr. Power. I greatly appreciate the privilege of testifying before 
your committee. 
* T express a point of view of a State worker in vocational rehabilita- 
tion. For over 21 years I have been working in the Federal-State 
rehabilitation program, rehabilitating disabled people into jobs. 

It has been my business to try to stretch the tax dollar and rehabili- 
tate as many disabled people as I could and to hope for more funds 
to rehabilitate more disabled people. 
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I have been trying to interpret the program of vocational rehabilita- 
tion in my State in order that the public may know the benefits of 
this type of program. 

I have been working with my State budget commission, my State 
legislature in trying to get funds for the program, and I have also, 
throughout this per ‘iod, been doing what I could to get Federal funds 
to carry on the program. 

Throughout this period I have been trying to contribute toward the 
improvement of vocational rehabilitation, both in my State and na- 
tionally, to the extent which I could. I intend to continue to work 
toward that end. 

I was very much pleased, as I am sure all people who are interested 
in rehabilitation were, sc the President’s message on January 18, 
1954, in which he proposed an extension and an improvement of the 
rehabilitation program. Certainly, I think we all agree this program 
needs to be encouraged and needs to go forward. 

The legislation that has been proposed to carry out the President’s 
program is commendable for its efforts to enlarge and expand the 
services. 

The provisions of the bills do not appear to me to carry out the 
President’s objectives, as I understand them, and I want to direct my 
remarks to the matters that I regard as important in these several 
bills. 

I think that we should have a fair prospect of improving rehabilita- 
tion in any new legislation that is being considered. If it doesn’t 

carry with it that opportunity, it seems to me that it should be ques- 
tioned. In other words, I don’t see any justification for changing the 
basic rehabilitation statute just for the sake of change. 

Last year there was an amendment to the Federal rehabilitation 
law which has been referred to as the restrictive appropriation amend- 
ment that did a great deal of harm to the program, as I see it. It 
removed the matching provisions as they had been in the basic re- 
habilitation law and substituted an allotment procedure. 

I think that we can best consider the proposed rehabilitation legis- 
lation by comparing it with our present rehabilitation law, Public 
Law 113, 78th Congress. 

It will give us an idea of what we have, what provisions we have 
in the law, and what is being proposed to be done toward improve- 
ment. 

I am going to give attention first to the amendments to the Hospital 
Survey and Construction Act, H. R. 8149 and S. 2758. These bills 
propose to authorize and allot funds for rehabilitation facilities. 
They also define what is meant by a vocational rehabilitation facility. 

Our present law doesn’t provide for any authorization of Federal 
funds or allotment of Federal funds to the State for rehabilitation 
centers. Such centers are needed in the rehabilitation of the disabled 
for certain seriously disabled cases, and such a grant of funds should 
help to increase this type of facility. 

The definition given in the bills, which varies a little between the 
two bills but is substantially the same, appears to me to put special 
emphasis on the medical aspects of vocational rehabilitation and 
minor emphasis on the vocational aspects. There is no reference to 
vocational training in this definition. 





| 





PRESIDENT’S HEALTH RECOMMENDATIONS 461 


Our need in the States for vocational-rehabilitation centers is for 
a practical type of center that can provide service at a relatively low 
cost and take care of a considerable number of disabled people. 

The Woodrow Wilson Rehabilitation Center at Fisherville, Va., is 
a good example of the type of rehabilitation center which I think 
contributes most to the Federal-State rehabilitation meen. 

If there can be developed under this provision rehabilitation cen- 
ters which will provide appropriate services for severely disabled 
people undergoing vocational rehabilitation at a reasonable cost, 
with a high daily capacity, I think this is an excellent improvement in 
rehabilitation. 

Next, I want to direct my statements to the amendments to the Vo- 
cational Rehabilitation Act, S. 2759. 

Section 1 of S. 2759 provides for three grants for rehabilitation 
purposes. I would recommend the elimination of the type 2 grant 
and the transfer of funds from type 2 to the type 1 kind of grant. 

The type 2 grant has to do with projects for the extension and 
improvement of rehabilitation services. As I understand it, it doesn’t 
provide any authority to provide services that could not be provided 
under the type 1 grant. 

I also feel that the State authorities operating rehabilitation pro- 
grams are well qualified to select the projects that are best adapted 
to promote the expansion and improvement of their programs. 

This section suggests that these projects would be an integral part 
of the State operating program, one of a variety of a number of 
activities, 

This section gives the Secretary of Health, Education, and Welfare 
the authority to approve these projects and determine whether grants 
would be given. As I have indicated, it doesn’t imply that they are 
any different from the other part of the program. The other part of 
the program goes on. In fact, it suggests they are very much the 
same, since the wording says that no funds from type 2 grant can be 
paid for services for which type 1 grants are being used. 

This provision, I think, would result in a participation at the State 
operating level by the Federal Government in the operation of the 
program. Therefore, I think it would be undesirable. 

Section 5 of S. 2759 provides that in case vocational rehabilitation 
cannot be provided all disabled, State plans should show the order to 
be followed in selecting those to whom vocational-rehabilitation serv- 
ices will be provided. States failing to meet this requirement would 
jeopardize their grants of Federal funds. 

Mr. Chairman, I have found from experience that it is practically 
impossible to select cases from a group of eligible disabled persons 
and give priority to those cases and deny service to other cases. An 
attempt to do this a two very serious problems. First, it is 
very difficult to develop criteria to classify cases for priority of service 
and, secondly, it is practically impossible to operate an efficient pro- 
duction program by giving priority, to contact, to followup and to 
processing. 

There is a great waste of time in processing cases and then finding 
out they have to go in the low priority group and can’t be rehabili- 
tated, and I do not think this kind of arrangement should be written 
into the law. 
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Sections 10 and 11 of S. 2759 have to do with the method of financing 
rehabilitation. After studying this method, I am of the opinion that 
this will not result in an expansion of vocational rehabilitation, but 
would more likely result in a reduction of rehabilitation services. 

Vocational rehabilitation doesn’t operate successfully under an allo- 
cation method of distributing funds to the States. It operates best 
under a matching formula arrangement that provides Federal funds 
in relation to State funds expended. 

The program of handling rehabilitation is a long and continuous 
one. Cases are accepted and services are started at all times during 
the fiscal year, and their services have to carry over into the next fiscal 
year if the case service is not completed. 

It presents a very serious problem if there is no certainty about 
funds from one year to the next. 

Now, rehabilitation has been operating under a matching formula 
arrangement for 33 years. The general understanding concerning the 
operation of the program has been that the States expend funds and 
the Federal Government participates on a matching formula basis. 

This approach that is proposed in S. 2759 would be a radical de- 
parture from what has been in effect throughout this long period. 

Under this plan of financing in 8. 2759, the Congress would not 
have any obligation to appropriate funds in accordance with a fixed 
relation to State appropriations or expenditures. It might be there 
would be a larger appropriation or smaller appropriation, but the 
States would only share on a pro rata basis. 

After Congress appropriates the funds, it appears from the law 
that 2 of the 3 grants set up in this bill would be at the discretion of 
the Secretary and this appears to me to limit program planning to 
a yearly basis. 

Preliminary computations on the basis of the financial provisions 
of S. 2759 indicate that approximately 20 States, each, would lose 
10 percent of the Federal grants this coming year on the basis of 
present appropriations. Many would lose 10 “percent next year, and 
the following year. Eight States are now each appropriating con- 
siderably more in State ‘funds than can be considered in the Federal 
allocation of funds under this bill. Federal grants would be cut to 
these States and their programs would be reduced unless there was 
some way for them to raise more State funds, which I submit to you 
is very difficult. 

W est Virginia would have to drastically cut its program under this 
bill, S. 2759. Only $250,000 of the $325,000 annual appropriation 
would be considered in allocating funds under the bill. 

Weare now overappropriating in my State to the amount of $75,000 
in relation to the bill and the allocation under it, and we would lose 
$84,000 in Federal grants under present appropriations. 

This would be true, Mr. Chairman, despite the fact that we have a 
backlog of 5,300 cases awaiting service. We had that backlog on 
July 1, 1953. 

West Virginia also has the largest number of children on relief on a 
per capita basis of any State in the United States, and more than half 
of these children are on relief because of disabled parents that could 
be rehabilitated if we had the funds. 
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West Virginia has made a great effort to solve the problem of re- 
habilitating its disabled people. Its State appropriations are among 
the highest in the Nation on a per capita basis. My State is third 
highest in number of rehabilitations per capita. 

West Virginia appreciates the rehabilitation aid the Federal Gov- 
ernment has given to solve our acute rehabilitation problem. 

The reduction of Federal aid, as would ae place in this bill, would 
simply make our problem more acute. I don’t know how we could 
solve it. 

For the Federal Government to assist West Virginia and other 
States in proportion to their efforts appears to me to be good Ameri- 
can practice; and, of course, I hope it can continue. 

I referred before to the 1953 appropriation amendment to the Fed- 

‘ral rehabilitation law which canada the matching provisions of 
Feder ‘al aid and substituted an allotment system for the distribution 
of funds. I urgently recommend that this amendment be repealed. 

If Congress wishes to reduce Federal financial participation, it 
could conveniently do so by reducing the matching participation in 
State programs of vocational rehabilitation. It could, for instance, 
reduce the reimbursement for administration of vocational guidance 
to 75 percent instead of 100 percent, or any other such arrangement as 
it cared to make, and at the same time preserve this matc hing arrange- 
ment which assists States in proportion to the State funds expended. 

The major problem in rehabilitation, I think, is apparent, and that 
is, we do not have funds sufficient to rehabilitate the thousands of 
disabled people who are in need of vocational rehabilitation. The 
figures speak for themselves—2 million disabled people, 250,000 people 
coming in need of rehabilitation each year and we are currently re- 
habilitating 60,000 each year, which is less than a fourth of the number 
in need of rehabilitation each year. 

I think first things should come first, and that is our major problem, 
as I see it. 

i appreciate the opportunity, Mr. Chairman, to appear before your 
committee. I assure you that my State wants to cooperate in every 
way it can to help provide better vocational rehabilitation legislation, 
and I appreciate your courtesy in letting me present my views. 

Senator Gotpwater. Thank you, Mr. Power. We appreciate your 
coming very much. Your prepared statement will be made a part of 
the record. 

Senator Lehman, do you have any questions to ask? 

Senator Lenman. Yes. I want to ask Mr. Power a few questions. 

Mr. Power. I didn’t hear your entire statement—I have read some 
of it and I will study the balance—but I notice you are worried about 
the possibility of overemphasizing the medical aspects of vocational 
rehabilitation if vocational rehabilitation facilities are more or less 
superspecialized hospitals, In other words, do I understand that you 
feel it would be better to provide for these facilities under the Voca- 
tional Rehabilitation Act rather than under the Hill-Burton Act? 

Mr. Powrr. They could be provided either place, I think, Senator, 
and be satisfactory. 

There is, I think, from the standpoint of vocational rehabilitation, 
a danger that the medical aspects will be overemphasized and as I see 
it, when rehabilitation center services cost $30 a day they are beyond 
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the reach of most State rehabilitation programs. When they cost $6 
to $8 a day, they are within the reach. 

That is one problem. 

The other is that large facilities operating outside the vocational re- 
habilitation program, with an objective of general rehabilitation, will 
be more likely perhaps to overlook the vocational aspects—in other 
words, thinking in terms of the medical aspects and not pointing to- 
ward vocation: al rehabilitation into jobs—and that, of course, is our 
major interest in the State rehabilitation program. If they operated 
under the State rehabilitation divisions, this objective would be per- 
haps better guarded. 

Senator Lenman. Then, Mr. Power, doI understand you to feel that 
these facilities should be planned by State vocational rehabilitation 
people rather than by people who are primarily concerned with and in 
the planning and in the operation of medical hospitals? 

Mr. Power. I think from the standpoint of rehabilitation it would 
be more effective for vocational rehabilitation if vocational rehabilita- 
tion people could have a large share in the planning. 

In reading Secretary Hobby’s testimony, I wasn’t clear on the pur- 
pose of these facilities—well, it was my impression that these facilities 
would plan for two types of rehabilitation : One type of rehabilitation 
that we would not class as vocational rehabilitation, but the type of 
rehabilitation that enables a disabled person to care better for his per- 
sonal needs, and move out of the hospital or convalescent home, and 
the other for vocational rehabilitation. 

Now, if both purposes are to be served, then operating a facility out- 
side of the vocational rehabilitation division that could better be ac- 
complished. If the vocational rehabilitation purpose is to be served to: 
best advantage without consideration of the other then operating under 
the rehabilitation division itself in the several States would accomplish 
our aims and objectives better. 

Senator Leuman. You know, of course, there has been since 1950 a 
schedule applying in the amount of money appropriated by Congress. 

Mr. Power. That is right. 

Senator Lenman. In 1950 I think there was somewhere around $43 
or $44 million appropriated ; last year it was knocked down to $22 mil- 
lion, or just about half, and under this bill it is estimated that the total 
appropriation will be something like $19 million. 

Am I correct in summarizing your testimony, in saying that on the 
basis of your experience we do not need new legislation so much as we 
need more funds? 

Mr. Power. That is correct, sir, and I would like to emphasize 
this: That the basic thing here in this matter of financing rehabilita- 
tion, I think, is the matter of whether or not the Federal Government 
will participate in the Federal-State rehabilitation program on a 
matching formula basis, that is, to provide Federal funds in relation 
to State expenditures; and, of course, that could be reduced or ex- 
panded. Imean the relationship. It could as I stated a moment ago, 
reduce the matching and reimburse for 75 percent of the cost of 
vocational guidance and administration or as much as 50 percent 
and reduce the Federal participation. 

There is an immense advantage in States operating on a matching 
formula for Federal participation. 
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This program, Senator, has advanced and expanded due largely to 
the fact that we would say to our State legislators and our State 
budget commissions that if we do this the Federal Government will 
come along and will proportionately participate. 

There is no basis for saying that under this proposed legislation. 
There is no basis for saying it under the allotment amendment to the 
Appropriation Act of 1954 because it simply puts us on an allotment 
basis. We cannot state to the State legislature or to the State budget 
commission, “If we put up half the funds, the Federal Government 
will put up the other half of the funds; therefore, we can go ahead 
and do this job,” and my experience in over 21 years in trying to get 
money for this program is that it is difficult to get money at the State 
level, too. It is difficult to get money from our legislature and budget 
commission to rehabilitate these people. It is very hard to get across 
to them that it is in the public interest and that the public will benefit. 
And an arrangement that would work toward encouraging States to 
put money in, as well as private interests, is a very desirable arrange- 
ment. I mean if it can be promoted through Federal legislation I 
think it is the most desirable thing to do, because at this job we have 
just made a good beginning. 

Senator LenmMaNn. You pointed out in your statement, I believe, that 
we are now seeking to rehabilitate 60,000 a year, whereas there are 
actually 2 million who need some kind of rehabilitation, and the 
number is increasing by 250,000 a year, so that the 60,000, as you have 
said, is merely a beginning. But the bill, as I understand it, would 
provide for a very low increase, I think, by increasing it by 10,000 
the next year, by 20,000 or 30,000 the next year, but always very 
much lower than the amount that is necessary even to keep pace with 
the increase in the handicapped population, without taking into ac- 
count getting rid of the tremendous Gaiae of 2 million. 

Mrs. Hobby and her assistants testified here that actually this work 
would not only serve a great humanitarian purpose but will also be 
a good investment for the country because the amount that the 
Federal Government would receive in the way of taxes from the re- 
habilitated would more than balance the relatively small expenditures 
that are incurred or involved. I asked why, under those circum- 
stances, the program was not pushed with far greater rapidity than 
is now contemplated. The answer that was given to me was that 
the great bottleneck was in obtaining trained rehabilitation people. 

Dr. Rusk testified there were only 42 trained rehabilitation people 
in this country, of which half were in the city of New York, and that 
it would require many hundreds, if not thousands, of people to carry 
on an expanded program. 

There I again asked why we are not undertaking an expanded pro- 
gram of training, and Mrs Hobby said, “Well, we do intend to under- 
take an expanded program,” and then we looked at the bill and we 
find all that is included is a million dollars for that purpose this 
year. I think that increases to a million and a half next year, and 
there is an additional half million dollars hidden somewhere under 
administration expenditures or costs. 

Now, that million or million and a half dollars will certainly not 
go far in training expert rehabilitation people. We know the cost 
of training a doctor or a nurse or a technician, and certainly that 
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smal] amount will make barely a start in increasing the number of 
trained personnel. 

In view of the fact that Secretary Hobby has actually testified 
several times that the more people we can rehabilitate, make them 
useful and gainfully occupied people in this country, the more this 
country will profit, financially, in addition, of course, to the humani- 
tarian aspect—under those circumstances, do you not feel that the 
program should be expanded much more rapidly than is now con- 
templated and with far greater recognition of the needs of the States 
in carrying their share of this work and in recognition of the abilities 
of the States to carry on this work? 

I would like some comment from you on that. 

Mr. Power. I certainly do agree that it should be expanded as 
rapidly as possible. 

The thing that I fear in S. 2759 is that, even though it proposes 
to expand reh: abilitation at a rate indicated, that will not take place. 

I point out in my statement which I filed that 20 States lose 10 
percent the first year, many of them 10 percent the next year, and I 
indicated the situation, in my own State, where we lose $84,000, with 
nothing to replace it on the basis of present appropriation. 

I also pointed out that there are 8 States in relation to this bill 
that have gone too far so far as having any recognition in the allot- 
ment of funds, 7 in addition to West Virginia. 

So, I don’t think there is a chance, as I see the thing from my 
position, as a State director of rehabilitation, that this thing can 
work out on the basis of this arrangement for financing in S. 2759. 

The need for trained rehabilitation workers is certainly apparent, 
and I agree that whatever can be done should be done to solve that 
problem ; but I would like to recommend again that the most import- 
ant thing, and the first step, should be to repeal the allotment pro- 
visions in the 1954 appropriation act and return to the provisions that 
were in effect for 10 years that gave this program encouragement, a 
matching formula basis that provided Federal funds in relation to 
State funds. 

Now, beyond that we should go as far as we can. We should have 
funds, if we can get them, for rehabilitation facilities, for sheltered 
workshop, for special services for the blind, for all purposes, all 
auxiliary services that would carry on, for training of rehabilitation 
workers, therapists, and anything else that con be done; but I do not 
believe, after studying this bill, that the financial provisions will 
carry out the objectives set forth in the bill at all. 

Senator Leuman. Thank you. 

Senator Gotpwater. Have you anything further, Senator? 

Senator Lenman. No. 

Senator Gotpwater. Mr. Power, did I understand you to say that 
facilities could be built under the Hill-Burton Act? 

Mr. Power. Rehabilitation facilities? 

Senator Gotpwater. Yes. 

Mr. Power. Well, Mr. Chairman, I don’t think they have been built. 
There has been talk that there might be a possibility in the administra- 
tion of the bill, with a more liberal interpretation. 

You mean the Hill-Burton Act as it now stands? 

Senator Gotpwater. Yes; as it now stands. 
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Mr. Power. I haven’t known of any being built or any grants being 
made to a rehabilitation facility and, on the basis of that act I think 
it would not be possible. 

Senator Gotpwater. To your knowledge, during the administration 
of this bill, up to the present time, there have been no rehabilitation 
facilities built under the Hill-Burton Act ? 

Mr. Power. That is correct, sir. 

Senator Gotpwater. I think you mentioned in your testimony that 
you thought that they could be built. 

Mr. Power. I think you are referring to the type 2 provision of 
S. 2759, where there is a provision for special grants and special ap- 
proval for projects for the expansion and extension of rehabilitation 
services, which I understand to be an integral part of the rehabilita- 
tion program. That doesn’t refer to the grants for the rehabilitation 
facilities. 

Senator Gotpwater. Were any attempts made, to your knowledge, 
a the inception of the Hill- Burton Act to build rehabilitation 

cilities under that act? Were any applications made ? 

; Power. I don’t know of any, but that could have been because 
[ am not in touch with that sort of thing on a national basis. I oper- 
ate, of course, within my State and try to keep up with what goes on 
nationally. 

Senator Gotpwater. I just wanted to get your testimony on that, 
because it seems to be a confused point. Some witnesses feel that it 
can’t be done and others feel it can be done. 

Mr. Power. Well, I think, Mr. Chairman, from the standpoint of 
vocational rehabilitation, I would recommend or urge special legisla- 
tion for rehabilitation facilities in behalf of vocational rehabilitation 
because I think they would be more likely to serve the needs of voca- 
tional rehabilitation and more likely to contribute to the preparation 
of disabled persons for jobs and employment. 

I think there would be a greater likelihood they would develop into 
superspecialized hospitals, as I said in my statement, where the rate 
would be very high and the output would be very low and the emphasis 
would not be primarily on preparing people for jobs, but the general 
rehabilitation approach. 

Senator Gotpwarter. If there are no other questions and if you have 
no further remarks 

Mr. Power. Yes, sir. 

Senator Gotpwater. I want to thank you very much for coming here 
this morning and giving of your experience in testimony on this bill. 

The next witness this morning is Miss Jayne Shover, associate di- 
rector of the National Society for C rippled C hildren and Adults. 

Miss Shover, we welcome you here this morning. 

Do you have a prepared statement ? 


STATEMENT OF MISS JAYNE SHOVER, ASSOCIATE DIRECTOR, 
NATIONAL SOCIETY FOR CRIPPLED CHILDREN AND ADULTS 


Miss Snover. Yes; I do, sir. It was sent in last week to you, 75 
copies. 

Senator Gotpwarer. It will become a part of the testimony and 
you can either read it or work from notes, either way you desire. 
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Miss Srover. Well. I would rather talk from notes and talk with 
you about it, if I may. 
* Senator Gotpwarer. That is all right; but the statement will be 
made a part of the record. 

(The prepared statement of Miss Shover is as follows :) 


STATEMENT OF Miss JAYNE SHOVER, ASSOCIATE Director, NATIONAL SOCIETY FOR 
CRIPPLED CHILDREN AND ApULTS, Curcaco, ILL. 


My name is Jayne Shover. I am associate director of the National Society 
for Crippled Children and Adults. Our national office is located in Chicago, IIL, 
and I reside in Wayne, Ill., a suburb of Chicago. I appreciate the opportunity 
of appearing before this committee today and testifying in support of the 
vocational rehanilitation amendment bill of 1954, S. 2759. 

The National Society for Crippled Children and Adults is a voluntary health 
and welfare agency which has been serving the crippled for 33 years. Affiliated 
with the national society are 52 State and Territorial societies for crippled 
children and adults, having a total membership of hundreds of thousands of 
persons interested in crippled children and adults, most of them volunteers. The 
board of directors of each affiliated unit is made up of citizens who serve volun- 
tarily and without pay. The national society is truly a community resource. 
With a program based on the work of hundreds of thousands of volunteers, it 
commands the significant participation of persons from every walk of life. In- 
cluded among these volunteers are more than 300,000 members of Pan-Hellenic 
sororities, as well as Rotary, Kiwanis, American business clubs, and other 
civic and fraternal groups, Junior League, American Legion, and others too 
numerous to name. Thus, real recognition is given to the national society as a 
channel through which these volunteers in community service may devote their 
efforts. These societies, together with 1,300 local affiliates throughout the 
country, carry out a 3-point program of care and treatment, education and re- 
search. Care and treatment services are based upon study of community needs, 
existing facilities, available and potential resources with regard to financing 
and personnel, and the program of other private as well as public agencies. 
‘They are directed by voluntary boards of trustees and are staffed by professional 
personnel. More than S00 services and facilities are owned and operated or 
conducted by Easter Seal societies througiiout the country, including clinics, 
treatment centers, rehabilitation centers, mobile clinics, crippled children’s hos- 
vitals, purchase of medical care, sheltered employment, social service, psycho- 
Lvteal services, recreation, operation of craft shops, equipment pools, and pro- 
vision of aids, appliances and prostheses. 

This statement is submitted to the Health Subcommittee of the Senate Com- 
mittee on Labor and Public Welfare, with the hope that the long-term nationwide 
experience of the national society in serving the crippled may be helpful in the 
committee’s exploration of needs in the field of rehabilitation. 

The National Society for Crippled Children and Adults speaks from the 
viewpoint of wide experience in the field, having developed a nationwide network 
of rehabilitation services. 

In the development of these services, the national society has gained first- 
hand knowledge of the problems in meeting construction costs, determining and 
meeting architectural specifications, community education, staffing, securing 
medical supervision, and the myriad of associated problems of operating a 
rehabilitation center. The society recognizes the great need for making addi- 
tional funds available to voluntary agencies for improved services and for 
expanding these services to areas not now covered. 


CRIPPLED PERSONS SERVED 


During the year ending August 31, 1953, affiliated State and local units of 
the National Society for Crippled Children and Adults cared for 101,000 persons, 
including 82,000 children and 19,000 adults. Specific diagnostic conditions in- 
cluded in the broad category of orthopedic handicaps included within the scope 
of the society’s work are residual crippling from poliomyelitis, cerebral palsy, 
multiple sclerosis, muscular dystrophy, arthritis, hemiplegia, paraplegia, ampu- 
tations, congenital malformations, speech disorders, and others. Total expendi- 
tures on services to these groups were in excess of $10 million during the year 
ending August 31, 1953. 
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KINDS OF SERVICES 


The National Society for Crippled Children and Adults has a responsibility 
to serve persons suffering from any type of crippling condition within the scope 
of its program, and for whom no other agency provides needed care and treat- 
ment. Therefore, in order to carry out this responsibility, the society strives 
to establish services and facilities which can and do meet the needs of persons 
with various kinds of disabilities. It is not only undesirable but economically 
infeasible, particularly in view of the extreme shortage of qualified professional 
personnel to develop separate treatment facilities for each of the different types 
of crippling diseases. 

Rehabilitation centers are examples of facilities which give comprehensive 
services to crippled persons suffering from various types of crippling conditions. 
Much of the national society’s recent activity has been devoted to the extension 
and development of community rehabilitation centers, both because of the great 
need that exists for this type of service and also because of their proved effective- 
ness in rendering Maximum service in the most efficient manner. 


THE PROBLEM 


The extent of the problem of permanent physical handicap is unknown. Esti- 
mates have been made, however, on the basis of careful studies. The most 
reliable available estimates of these composite studies, as compiled by the 
national society are as follows: 


530,000 children and adults with cerebral palsy 

400,000 major amputees 

1,500,000 severe arthritics 

1,000,000 hemiplegics 

100,000 with muscular dystrophy 

200,000 with multiple sclerosis 

6,000,000 children and adults with significant speech defects 
80,000 crippled from poliomyelitis 

and others 


CosTs 


Costs of medical care and treatment vary, depending upon the extent of the 
care received. Some examples will serve to illustrate how costly treatment for 
the crippled actually is. Average month cost at an outpatient cerebral palsy 
treatment center which offers physical therapy, occupational therapy, speech 
therapy, and psychological and social services may vary from $350 to $750 per 
ebild. 


PERSONNEL SHORTAGE 


The total funds which we have available are inadequate to perform the job 
at hand. The great need for additional trained personnel to perform these 
needed services has also made our task a difficult one. A survey of professional 
personnel employed by the Easter seal societies made in May 1953, is illustrative 
ot the acute personnel shortage. The survey showed that these units of the 
national society employ 1,310 professional workers, but have vacancies equiv- 
alent to almost 1 out of 5 members of the professional force. The societies, 
when asked to estimate their professional personnel needs in 5 years, anticipated 
almost a doubling of present professional personnel. The greatest expansion 
is expected to be among those professional groups who directly serve the handi- 
capped—the physical, occupational, and speech therapists, special teachers, 
social workers, and psychologists. In the Nation as a whole, this picture of 
present shortages and rapidly expanding additional needs for professional 
workers trained to work with the crippled is equally true. For example, there 
are at present, an estimated 5,000 registered physical therapists practicing, 
and there are 2,500 vacancies. Within 5 years, an additional 5,000 will be 
needed. To meet this need, a total of 8,000 must be trained (allowing for 
a 7 percent attrition rate), requiring an annual average of 1,600 graduates. 
Instead, in 1953 there were an estimated 624 graduates in physical therapy. In 
the field of occupational therapy, there are about 3,600 registered therapists 
practicing and vacancies for 3,000 more. The current graduation rate of a 
little more than 600 per year cannot begin to meet present needs, much less the 
expanding future requirements. 
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It is generally accepted that employability and social acceptability are the 
two major aims of treatment and education of the handicapped. To achieve 
these goals, careful attention to vocational and personal guidance needs is es- 
sential. We need to stress abilities rather than disabilities, and assets rather 
than liabilities, if skills are to be developed which are the basis of economic 
independence. A note of warning must be given to those who would set crippled 
persons off by themselves. This is a world peopled by the nonhandicapped, 
and a crippled person does not learn best to live in it by associating only with 
those like himself. Our objective should be to provide the optimal degree of 
service with a minimum degree of separation from family, home, and parents; 
and minimum deprivation of opportunities to participate in the activities of 
other types of crippled persons as well as those of the nonhandicapped. 

We have a great deal of evidence that investment of funds in the rehabilita- 
tion of the crippled produces social and economic returns of great value. 
Speaking from a purely business point of view, it is sound business practice 
to invest money in programs for the disabled. In the field of vocational re- 
habilitation it has been adequately demonstrated that, where disabled persons 
may be made fit for employment through rehabilitation and hecome tax pro- 
ducers rather than tax consumers, it would seem poor economy to deny them 
these services. It is estimated that for every dollar spent by the Federal Gov- 
ernment on rehabilitation of disabled adults the average disabled man or 
woman will pay $10 in TIederal income taxes. This is the dollars-and-cents 
justification of a vocational rehabilitation program. We are confident that 
funds invested in expansion of this program to support the voluntary efforts 
being made throughout the Nation will result in just as dramatic a dollars-and- 
ents return for the original investment. 

The National Society for Crippled Children and Adults believes the problem 
of crippling in general to be a tremendous one requiring all the energies of 
public and private agencies to meet. Additional funds and increased numbers 
of trained personnel are critically needed to provide and staff the services and 
facilities which will bring to the crippled of our country all of the techniques 
of rehabilitation of which we now have knowledge. Similarly, there is an urgent 
need for vastly increased research efforts in fields where we already have reason 
to believe heartening results can be realized and in fields not yet explored. 

While Federal, State, and local tax-supported services for the disabled have 
been constantly growing, the voluntary agencies are making a steadily increas- 
ing contribution in this field. Extending and supplementing the public fune- 
tions, the voluntary agencies are taking care not to duplicate these functions 
and offer resources from which tax-supported agencies may purchase care. In 
addition, the flexibility of the private agency allows it to enter new fields, 
demonstrate new techniques, and to exercise important leadership in bringing 
to public attention the needs of the handicapped. 

There is a real need for preserving the values of voluntary effort. In the 
United States, the voluntary health movement has taken a permanent and im- 
portant place in the Nation’s health program. Our public health structure has 
been compared to an equilateral triangle, one side of the triangle is the volun- 
tary health agency, the second side is the governmental, tax-supported health 
agency, and the base is the medical profession. Each side is of equal im- 
portance, for without the support of the public and the enthusiasm of the volun- 
teer, the medical profession would be working alone in a population that is 
apathetic and uniformed—a situation that does exist in many parts of the world. 

Many local communities, faced with staggering costs of new construction and 
funds for maintenance and personnel, have delayed their plans or reduced their 
specifications to a minimum. With assistance in capital costs of construction, 
these limited programs can be expanded, and new programs can be established 
which will be truly effective in meeting the needs of the crippled. Around the 
nucleus of the smaller centers which have been established, a rehabilitation 
program truly national in scope and broad in range of services offered can be 
built. A problem universally faced by voluntary agencies is finding ways and 
means to serve those who need treatment but cannot pay for it. The dual 
challenge of financing and equipping an expensive physical plant, and at the 
same time providing services and securing community support for those unable 
to pay is one which can be more easily faced with support which can be given 
with the passage of S. 2759. Also, there are age groups to be served, and per- 
sons with dis»bilities who do not come within the range of eligibility for voca- 
tional rehabilitation. These are the infants and young children, the housewives 
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and mothers, the elderly. The importance of early rehabilitation in physical 
disability has long been established. The longer a disability goes untreated, 
the less favorable are chances for success, the deeper are the emotional scars, 
the more complicated are chances for education and vocational adjustment. 
Services to young children, and continuity of care are of primary importance. 
Disabled mothers, who must carry responsibilities of homemaking and rearing 
a family present still another problem. These are included in the groups to 
whom the National Society for Crippled Children has been devoting its eiforts 
and for whom the need for additional services is so urgent. 

There are other benefits of rehabilitation besides the economic. The value 
of rehabilitation to these persons in terms of personal development and personal 
freedom is immeasurable. No one can place a value on ability to lift a spoon to 
feed oneself, or to walk across a room, and these are the things that rehabilita- 
tion has meant to many disabled persons. The increased ability of handicapped 
individuals for self-care and employment creates a beneficial effect on the morale 
of the individual's entire family, his community, and society as a whole. 

Leadership in direct services in rehabilitation has been given by the national 
society for many years. The need for expansion of its facilities is urgent and 
critical, both for expansion of physical plants and equipment, and for adding 
to services and staff. Increased public awareness of the potentiality which dis- 
abled persons have for useful citizenship, economic productivity, and happy 
adjusted social life is daily increasing the demand for se1vices to make possible 
the development of this potentiality to its maximum. It is not so much a ques- 
tion of educating communities to accept rehabilitation services, but rather a 
problem of meeting the demand for services, which the average citizen is now 
coming to recognize as vital. A combination of factors is responsible for this. 
Rehabilitation of disabled war veterans, efforts to meet the tragic consequences 
of the increasing accident toll, new knowledge for families of children born 
with physical disabilities, public education programs of public and voluntary 
agencies—these and other stimuli have brought new hope and a keener aware- 
ness of present needs and future prospects in the lives of the disabled. 

In recognizing the important role played by voluntary, nonprofit agencies in 
developing rehabilitation services, we believe President Eisenhower has taken 
a significant step forward in uniting private and public effort in a common cause. 

Speaking as a voluntary agency whose strength lies in the local communities 
where direct services must be provided to reach the individuals in need of 
them, the national society pledges its support to increased programs of care, 
treatment and education to keep pace with developments which we believe will 
be made possible through the passage of S. 2759. 

Of all programs in the field of health and welfare, none so much as rehabilita- 
tion depends on teamwork to get the job done. It takes combined efforts of the 
professional team: the doctor, the therapist, the social workers, the psycholo- 
gist, the teacher, the vocational counselor, the employer, to accomplish rehabilita- 
tion. The cooperation of the community, voluntary and governmental groups, 
is essential. There is a vast amount of work to be done, a stupendous task 
which challenges us to unite our forces toward achievement of a common goal. 
Only by this pooling of resources, working together under the unparalleled 
medical leadership available to us, can we reach the goal of which will mean 
making available to all who need it the maximum service they need and can 
utilize. 

Miss Snover. I am Jayne Shover, and I am the associate director of 
the National Society for Crippled Children and Adults, which is a vol- 
untary health and welfare organization operating in 48 States and 
the 4 territories of the country. 

We have been operating for 33 years and we have over 1,300 organ- 
ized units in the States and in the Territories advising and governing 
the national society as a board of voluntary citizens who serve without 
any pay, and we have approximately 350,000 volunteers, of which 
50,000 serve as board members in the local communities. 

I think perhaps we have best been termed as a grassroots organ- 
ization. 








472 PRESIDENT’S HEALTH RECOMMENDATIONS 


The national society, which was organized in 1919, has as its major 
emphasis the development of care and treatment facilities and direct 
services for the crippled and the handicapped and disabled. 

We have a three-point program: We have education of the public 
for the understa ding and acceptance of people who are crippled 
or handicapped; we have a program for training professional per- 
sonnel, to which I should like to address some remarks a httle later 
to you; we have a program for the training of the parents of children 
who are handicapped and crippled, particularly those who are 
crippled; and we have a new program for the employers on the value 
and contribution of handicapped and crippled workers, and we have 
an educational program for the volunteers. 

We do have a beginning research program, because we accept the 
fact that all knowledge stems and al] progress comes from research; 
but since we were chartered in 1919 as a direct service organization, as 
the result of a very serious tragedy of more than 60 children being 
hurt in a community in the Midwest, and there were no resources for 
care, for rehabilitation for these children, we have abided by our 
charter and have proceeded on that basis. 

Today we have 874 facilities in this country. There are many dif- 
ferent types of facilities, but they could all be pretty well classified, 
the major number of them, as services that give rehabilitation. 

You might be interested to know that we serve children and adults. 
We serve from birth to death, having no age range or no limitations. 

We have no limitations as to financial ability to pay, although we 
do hope those who can assist us will do so upon the advice of our 
medical committees in the communities and our national medical 
advisers and allied advisers. 

Our program is guided by counselors from the American Medical 
Association and 18 specialty organizations. 

In these programs for direct care and treatment, about which I 
would like to talk for a minute—and I would like to say here probably 
the particular reason I am addressing you for this organization is that 
I have completed program consultation and study in the 48 States and 
2 of the Territories, and from this experience we know that there is 
no State or no Territory that has the rehabilitation services and facili- 
ties that it needs to rehabilitate its people—for 1951 and 1952 we were 
able to rehabilitate a number of people, working with many com- 
munity service agencies. We offer our services through many com- 
munity groups, such as the American Legion, the Rotary. Kiwanis, the 
various men’s and women’s service groups and clubs. More recently 
we have had a campaign to bring college women from Panhellenic 
groups in the community for the benefit of these people. 

In the communities we have some centers that are almost compre- 
hensive. 

I would say we have no one center that offers all of the services 
that we would like to have for everybody to rehabilitate them suc- 
cessfully. We do feel, however, that even some of our simple begin- 
ning centers, where there is a therapist, working under a medical 
advisory committee, that many of those centers have real potentral to 
become community services to serve the community better. I would 
like to refer to some of these centers that you may know of. I refer 
to the Gompers Center in Phoenix, Ariz., for example, where we hope 
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to expand the program so we can take adults in addition to the chil- 
dren’s program. At the present time we have a small section of 
adults, but the public agencies and the medical societies look to us. 
with the community, to develop this further. This will not be possi- 
ble, however, unless we can look to some additional assistance from our 
public agencies such as vocational rehabilitation. 

I would like to say here the societies for crippled children believe, 
and have worked very successfully, as a team with the public agencies. 

Since I am testifying in support of both the bills, S. 2758 and 8, 2759, 
IT would like to say we work very well with both the Public Health 
Service and the Vocational Rehabilitation Service. 

In the development of these services we may have many obstacles. 
But one of them is not the lack of community interest. We are able 
to mobilize rather effectively through our boards and through the 
citizens in the community. Our problems come where we have a 
shortage of personnel, a shortage of trained the rapists, for example. 

In the society’s programs and in those that we assist—because we 
assist almost a hundred program treatment centers and rehabilitation 
units and services in addition to the 181 centers that we have—we have 
experienced critical shortages in the field of personnel. For example, 
we need now more than 80 physical therapists. We need additional 
speech therapists. We know that we are very short on vocational 
counselors, but we will look somewhat to our vocational rehabilitation 
service to provide these. 

Perhaps I should address some remarks here to the point that we 
believe that rehabilitation encompasses medical care straight through 
to vocational training, counseling, and employment or placement and 
followup. 

We do not see that any one aspect of rehabilitation is more impor- 
tant than the other; rather, we see the medical care forming a basis, 
doing all that it can to alleviate and eliminate the handicap. From 
that basis we build with the other associated health services, because 
without good medical care and the basic services we cannot build 
a sound program for rehabilitation; but the medical side is not the 
complete program of rehabilitation. We recognize this and so state it. 

I would like to say that our units are loc: sated, some of them, in 
community buildings; some of them in medical schools, and we hope 
to locate more of our rehabilitation centers near or affiliated with 
medical schools, for the reason that more personnel for rehabilitation 
can be trained. 

I think one of the Senators here mentioned the problem of per- 
sonnel, and I would like to say it takes a little while to mobilize the 
community’s efforts and the training programs; it takes several years 
to work through the steps of establishing physical therapy training 
schools, psychology training departments, hospitals which are recep- 
tive toand which have an interest in adding to their teaching programs 
courses in rehabilitation. It is not a question of whether or not $1 
million is as much as we can adequately and conservatively spend 
the next year until we can get our groundwork laid and our forces 
mobilized so we can train more people in all of these fields, including 
the psychological fields, the counseling fields, the employment fields, 
as well as the other fields. 
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I would like to say here we have some units that are independent 
units. I mean they serve a whole community without any affiliation 
to any medical school or any hospital. ‘They are a community resource, 

Then again we will have some rehabilitation centers in hospitals, 
but we certainly believe our rehabilitation centers that go into hos- 
pitals should have all of the services mentioned by the previous per- 
son who testified, including the important services of vocational coun- 
seling and testing and job placement. 

I would like to speak to the point here again that the voluntary 
agencies—and I will confine my remarks to the one which I am 2A 
resenting, the national society and its affiliates—have mobilized : 
fairly substantial amount of funds for scholarship training cetiaeeine. 

If you will take all that the voluntary agencies have done, it 
would be close to 4 or 5 million dollars. So, I think we are willing 
to carry what we can in the field of training, but we are desperately 
in need of assistance from the public agencies for the training pro- 
grams across the board in the field of rehabilitation. 

I would like to say that S. 2759 provides for studies. This is im- 
portant. It is important to know how receptive employers are, for 
example, in the steel industry and throughout all the different types 
of industries to the employment of the handicapped worker; it . 
important to know what we must do in the labor groups to create 
more favorable atmosphere for the person who is handicapped so i. 
will have the opportunity to work. I think we do need very much, 
from our experience, these studies. 

I would consider it would be very beneficial if we had funds to do 
studies in the centers we operate, many of which have clients and 
patients from vocational rehabilitation, private doctors, and agencies 
in the community. 

We do not have those funds to do followup studies on what happens 
to the disabled person after the rehabilitation process is fairly well 
underway and they go out to work. 

Leav ing the subjec t of personnel and the great need for more trained 
personnel, T would like to go on to the consider: ation of facilities. 

The national society’s units and the society’s board members are in- 
terested in and concerned about the possibilities of what might be 
available to us for the construction of rehabilitation facilities through 
the extension of the Hill-Burton Act. 

I might mention such cities as Indianapolis, for example, where the 
community leaders believe they have now outgrown their present old 
storage building and find there are no more old buildings in the 
community suitable for use. A new building is required. 

The extension of Hill-Burton funds would mean a great deal to a 
vast number of communities. 

I could go into the State of Connecticut and mention extension pos- 
sibilities there. The present facilities are outmoded. This means the 
building of a new rehabilitation center if we are going to take care of 
the number of persons who need rehabilitation and to permit us to 
work cooperatively and effectively with the public agencies and the 
doctors and the other private agencies in the community. 

The national society believes that we need additional funds for 
rehabilitation. 
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The maintenance of a rehabilitation facility is an expensive process. 
One does not rehabilitate an individual at a low cost. However, we 
believe if there could be more funds made available through the voca- 
tional rehabilitation service for the purchase of care, for direct treat- 
ment and services as needed in the whole rehabilitation process, we 
could expand some of our programs to serve, for example, more chil- 
dren, for whom there are not always the funds available to serve. 

{ would like to say the societies for crippled children believe that 
the rehabilitation of handicapped, crippled persons is vital to the prog- 
ress of our country, and we see our role as a very important role, work- 
ing cooperatively with all of the agencies, all of the professions, from 
the beginning of the patient’s life to the end, if need be, provided we 
have the resources with which to do it. 

I think I would like to leave with you the thought that our 33 years 
of experience give us some knowledge and some scope of information 
from which to draw concerning the need for greater rehabilitation 
services. It is on that basis that we testify in support of both the 
Senate bills for vocational rehabilitation, S. 2759, and the Hospital 
Construction Act, S. 2758. 

Senator GoLpwarer. Thank you very much, Miss Shover. 

Senator Lehman, do you have any questions ? 

Senator Lenman. If I understood you correctly, you said you 
thought 1 million was all that could be well spent on training? 

Miss Suover. I said the amount the vocational rehabilitation serv- 
ice was asking for was probably the amount that could be spent 
wisely at this time for the first year. 

Now, we can spend $2 million if we can have the personnel to go 
out to start the centers. 

The problem of getting the personnel, Mr. Lehman, is great. There 
is a shortage of personnel. Someone must go out to set up the pro- 
grams. 

We do not have enough programs in therapy, for example, but it 
will take several years to set them up. 

One of our difficulties is that some of the students cannot go miles 
away to take the training. There are areas in the States where we 
do not have training units in physical therapy. An example of that 
is in New Orleans, where we hope to develop the physical therapy 
school there; but in the South there has not been a training program 
in close proximity to the potential students. 

Now, whether or not $1 million is the amount the vocational re- 
habilitation people feel they can spend is up to them, I think, to 
speak to the point more precisely. 1 do know the need for personnel 
is one of the greatest needs we have. 

Senator Lenman. You just said that it takes years and years to 
prepare, but you have got to make a start. 

Miss Snover. Indeed. 

Senator Lenman. After all, if you have available only $1 million, 
that is all you can appropriate, all that you can spend or obligate 
after the current appropriation has been made. 

It-seems to me, under those circumstances, your progress in train- 
ing more personnel, the need for which your statement has greatly 
emphasized, would be very, very slow. It also seems to me to be a 
fact that the more people who are restored to gainful positions and are 
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self-supporting, the greater is the financial, fiscal advantage to the 
country. 

I think you said for every dollar spent $10 would come back in 
increased tax revenues. 

Under those circumstances, I can’t see why anybody who is really 
deeply interested, as I am, in relieving this situation, which everybody 
has testified is a terrible situation, so far as numbers is concerned, 
should not be supporting a reasonable amount to be appropriated to 
make it possible to train more people in therapy, make experts of 
them, when we know from the testimony of everybody who has ap- 
peared before us that the number of people who are available is 
shockingly low. 

Miss Suover. Your ques tion to me is: Is a million dollars—— 

Senator Lenman. I am trying to find out why you predicate your 
wstimony on the theory that $1 “million i is sufficient or all that could 
be wisely spent or ob ligated for tr aining purposes. I certs uinly think 
the number that could be trained if we had sufficient means could be 
far greater than that, and I am so deeply sympathetic to this whole 
program that I want to see it really pushed. 

I don’t want to have the people of this country think that we are 
doing something that is really going to be effective and then simply 
make a gesture. and that is what I believe is happening under this 
bill at the present time. 

Miss SHOVER. We ll, Mr. Lehman, I said it may be. Iam not ina 
position to speak for the vocational rehabilitation people about how 
rapidly they can mobilize their forces. I said it may be a million 
dollars is all they can spend well this year. It is pl: anned to put $1.5 
million into training each year after the first or a total of $10 million 
in 5 years. 

I feel it would not be proper for me to addvess myself to the ques- 
tion as to what a public agency can do when I am associated with a 
private agency. 

If you are: asking me whether I, personally, think in the Nation today 
a million dollars will meet the shortage of trained personnel, it will 
not; it cannot; but whether or not the Office of Vocational Rehabilita- 
tion can mobilize its forces and expend adequately and intelligently 
more than a million dollars in the first year is something, I think, would 
have to be addressed to them. 

Senator LeuMan. I recall at one time it was said that $1 million was 
all we could effectively spend on cancer research, and when we appro- 
priated $16 million we found that wasn’t enough for all the approved 
and all the obviously desirable and obviously worthwhile applica- 
tions for research grants which came in. 

Miss Snover. Well, I think if we take the figures of one of the 
medical associations that it costs $2,500 a year to train a doctor, and 
you know the number of years it takes to train a doctor, you know how 
far a million dollars would go in just beginning a medical care pro- 
gram. I mean to train doctors only. In rehabilitation you have the 
full team. You have the physical therapists, the occupational thera- 
pists and the speech therapists and the psychologists and the social 
workers and the nurses and the vocational counselors and the people 
who do the placement. 

So, I think it is perfectly obvious, is it not, that a million dollars 
will not go very far in the training of this greatly needed rehabilita- 
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tion personnel; but I do not think it would be appropriate for me to 
speak—I happen to be a speech therapist and psychologist in the 
field—to what another public agency can do as far as mobilizing its 
resources when it supposedly has studied the program. However, I 
would like to say we definitely need millions of dollars for the train- 
ing of personnel. 

Senator Lenman. W hy should we limit it, then, to $1 million ? 

It would appear to me it would be far better to appropriate too 
much than not enough, and there wouldn’t be any waste because the 
money can only be spent on worthwhile and approved projects. They 
still have to be approved. I mean nobody would have the authority 
just to go out and throw the money away. The money still could be 
spent only on approved projects; but if we make an appropriation of 
only $1 million that is the limit. We can’t go any further. 

I want to ask you one more question. Mr. Power testified a little 
while ago that because of the financing provisions of this bill less 
money in the aggregate would probably be appropriated by States and 
Federal Government than would be the case if we went back to the 
formula in the original act. If that is the case, would you feel that 
we are making very much of a gain in this? 

Isn't the test of the work that is to be done largely that of the 
money that may be made available for this very necessary activity? 

Miss Suover. Am I interpreting you correctly to say here that you 
interpreted Mr. Power to feel that under this new situation there 
would be less money available for the vocational rehabilitation agen- 
cies in the States; is that correct, and that the States would carry more 
of the burden and responsibility ? 

Senator Lenman. Mr. Power and others have testilfied that actually 
20 States would get less, 10 percent less, under this bill than they have 
been getting, and I think another 8 or 10 would the following year 
get another 10 percent less—I think that was the testimony—and other 
witnesses have also testified to the effect that this would actually, in 
the aggregate, mean less money, not more money, and put an added 
burden on the States. 

Miss Suover. Well, I would prefer to have one of our other people 
to speak to that, someone from the vocational rehabilitation side, who 
is more familiar with the distribution of funds and the amount avail- 
able, keeping in mind that we are concerned with the amount that is 
available for every State in the Union, because we operate programs 
in each State in the Union, and that we work at the State level with 
the State people; but I believe your vocational rehabilitation people 
that are actively engaged in this program could speak more intelli- 
gently and be better informed in this regard. I would prefer they do 
so, Mr. Lehman. 

Senator Lenman. That was the testimony of Mr. Power, was it not? 

Thank you very much. 

I thought Mr. Power was still here and could verify the figures I 
had given; but I think they are correct. 

Senator Gotpwater. Miss Shover, this discussion about training is 
a very interesting one. It has come up several times during the testi- 
mony here. The training of a person to engage in this work is a very 
complex thing, is it not ? 

Migs Snover. Well, it is and, of course, the thing is you have so 
many professions involved in rehabilitation. For example. you start 
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with the physician, and the nurse, and then you have the social worker, 
rehabilitation counselor and the team of therapists. 

We are now in the field of comprehensive rehabilitation for severely 
disabled people. For example, we accept very severely disabled people 
in many of our rehabilitation centers, some of them requiring, in 
addition to those I have mentioned, even the special education teacher 
for the child who is handicapped and must be trained. Now, that does 
not come within the realm of these two bills under discussion, but it is 
an important thing that the children who are handicapped have 
teachers who unde ee how to work with them. 

In addition to that, you have the psychologist. It takes special 
training for a psych ae to test many of the severely handicapped 
people because of the special problems they present. They cannot 
communicate effectively. They may not hear too well. They may 
have a vision problem. They may have a coordination problem. They 
can’t handle the test, and manipulate the coordinated activities re- 
quired of some of these tests. 

I am sure your vocational rehabilitation workers, such as Mr. Power, 
would speak to the desirability of having your counselors better 
trained. May I illustrate: We have one training course for vocational 
counselors of severely hat dicapped individuals which will be given 
by Dr. Rusk’s staff this summer. We have only places for 25 people, 
yet we have 179 applications, and 140 of them meet the require ments. 

Now, I ask you: What are we going to do with the 115 we can’t take 
but a are so desirous of having special training, perfectly willing 
to take it, take the time for it and have the need for it, you see? 

The training goes all the way from 8 to 10 years, de ‘pending on the 
medical specialty, dewn to 1 year, where we have training courses 
for attendants, and practical nurses. The speech pathologist, takes 
several years. We have specialized courses in occupational therapy. 
The therapists must have specialized training to work with special 
disabilities. It is not the same to work with an amputee as it is to 
work with a cerebral palsied child with cerebral palsy. The child may 
try different things. The adult presents different things psychologi- 
cally than the child, and the trainjng programs vary depending on 
the field you are speaking about and the requirements of the profes- 
sional growns. 

Senator Gotpwater. This class that Dr. Rusk is going to have this 
summer—is that limited only by Dr. Rusk’s ability to handle a certain 
number? Is that why you can’t get more of the 175 in? 

Miss Snover. No; I wouldn’t say so. I would say it is limited 
because we have a certain amount of money given to us by a philan- 
thropic group of women, 30,000 of them in this country, every year, 
several thousand dollars that we put into a training course ‘at this 
particular institution, and the maximum amount of money we have 
will take eare of 25 persons. So, if we had additional scholarship 
money, sir, we would be able to take more people. 

Senator Gotpwatrer. How many schools are there in the country 
that have courses that would lead to trained rehabilitation people? 

Miss Suover. Are you speaking now of the total concept of* re- 
habilitation ? 

Senator Gotpwater. I will put it another way : Are there any schools 
that train for the field of rehabilitation alone? 
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Miss Snover. Well, there is no school. There are several schools 
which have departments, such as departments of social work and 
psychology, that are attempting to give the presentation of this new 
concept of rehabilitation, but I know of no particular school that has 
a completed course, a teamwork course in rehabiljtation. 

That is in process, for example, in the medical profession. There 
have been grants recently made by one of the national agencies, the 
National Foundation for Infantile I -aralysis, to seven medical schools 
to develop the concept in the medical-training programs of rehabili- 
tation. In other areas, and in specific colleges and universities, you 
will find—for instance, the University of C alifornia at Los Angeles, 
under Dr. Warren now, has a new program for the rehabilitation 
center developing out there, and I am sure they will have the concept 
of rehabilitation permeating through all the special schools that serve 
the rehabilitation field. 

Rehabilitation encompasses many things, as you have found out, 
from medical care on through employment. It is the most compre- 
hensive type of thing I think we have in the whole health and welfare 
type of field. 

Senator Gotpwatrer. The schools are beginning to recognize the 
need for training in this field, and do you feel, as we go along, year 
to year, that proper money should be appropriated according to the 
facilities that are available and according to the teachers that are 
available, and so forth, that this program is a progressive one and as 
facilities become available more money will become available ? 

Miss Suover. There should be funds available to assist training 
schools and centers to give the courses they are prepared to give. 

There have not been funds available in m: iny instances for a college 
or university to develop certain programs. 

Private agencies at the present time are underwriting certain 
therapy courses in university departments in order to keep them in 
operation. I think specifically of one at Northwestern University 
in physical therapy, for example, and if there were funds available 
I feel quite sure some of the colleges and universities would be recep- 
tive to exploring the possibilities of developing more teaching pro- 
grams; but colleges and universities have budget problems—I need 
not mention that—at this present time, and serious ones, many of 
them. 

Senator Gotpwarer. This is a problem that has been in existence 
for a long, long time; this problem of training didn’t just occur this 
year, did it 

Miss Snover. No; but I think we would have to say that rehabilita- 
tion has been something the importance of which many people have 
realized for many years, but have not always done something about. 

You might say, “why all this interest ?” now. 

Well, maybe World War II brought it about. I don’t know, but 
maybe it is a late appreciation that human beings are still very impor- 
tant to us and can make a tremendous contribution, whether they have 
a crippling condition or not. 

L think we have just in the past decade begun to realize the true 
value and the great reservoir of worth in our handicapped persons, 
the millions that we have. 

Senator Gotpwarter. I think you realize this is the first time that 
a rehabilitation bill has included any funds for training and that 
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these funds, after this inception, will be based upon both the supply 


ind the demand, supply of education and the demand for trained 
peopl 
Miss Surover. I think we must face the fact if we expect the agencies, 


the Veterans’ Administration, for ex unple, to rehabilitate and care 
for more people than they ever have before; this places a great burden 
on professional personnel for the rehabilitation of the soldier boys 


and disabled civilians. And, if you request us to take off these relief 
rolls as many as possible, then we must have, both the public and the 
private agencies, the tools with which to do the job; and there are 
three tools—the persons who do it, the buildings in which we do it, 
and the funds with which to operate. 

You say this is the first time. I think it is significant for this is 


the first time that we, as a network in one of the largest voluntary 
organizations in this field, have spoken in favor of this, because we 
think it is so important. 

Senator Gotpwater. Miss Shover, I used the word “bill” in con- 
nection with rehabilitation. I meant to say the Rehabilitation Act 
has never contained funds for the training before. 

Miss Snover. I realize that, but I think that is unfortunate. 

Senator Gotpwater. I think it is very unfortunate, too, and I am 
very happy this year that has been caught and that this oversight has 
been corrected. There is now money available for training and we 
are dedicated now to a furtherance of the training program. 

Do you have anything further to say? 

Do you have anything further? 

Senator Lenman. Yes. I just want to ask: Have you any infor- 
mation as to the cost of training an expert therapist ? 

Miss Snover. An expert therapist ? 

I have no figures that have been scientifically arrived at by statisti- 
cians, but I have heard the physical-therapy consultants say that the 
cost will run all the way, for 1 year of training, from around $1,200 
to $1,500, depending on where they go, Mr. Lehman, depending on 
whether they go to a private school or to a public university. You 
see, there is the difference in tuition and fees and there is the difference 
in living costs. 

We do not have the exact figures on the therapy field as the medical 
association has, for example, on the training of doctors, which, as I 
said, is $2,500 per year. 

We do know that there is a vast number of young men and women— 
and I say men and women because we certainly want to get more men 
into the field of rehabilitation—who would go to school if there were 
scholarship funds available. 

We know that through our experience and our own scholarship 
fund. We have trained more than a thousand people in rehabilita- 
tion the last 4 years, and we know it is only just a wee, tiny thing, 
because we cannot staff anywhere near our own centers. We need 
2,500 therapists in our own centers in the next 3 years. 

Senator Lenman. Mr. Power testified that in the vocational train- 
ing of the physically handicapped, the actual vocational training is 
of far greater importance than the medical evaluation or even the 
medical treatment, which, of course, is necessary, too. But stress was 
laid on the fact that the vocational training factor is the greatest in 
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making a person self-supporting and again a useful and gainfully 
occupied member of society. Would you ‘subscribe to that ? 

Miss Suover. Mr. Lehman, I do not believe that any one member of 
a rehabilitation team is more important than the other. I believe that 
all the members of the rehabilitation team are equally important, and 
they all have an important role to play, beginning with the case find- 
ing, often with the public health nurse who finds the person back in 
the home, on through the medical care specialist, because until we 
have the condition taken care of medically, then we are not building 
ona very sound basis any kind of a vocational or any type of rehabili- 
tation program. 

So, if you will permit me, it is our experience, through the past 15 

r 18 years, and from working on the rehabilitation team myself for 
ual 2 decades, all are equally important. We strive very hard to 
bring into rehabilitation the whole teamwork approach. 

There is no particular captain of this team. Maybe some people 
might think it would be the doctor; but if he does it, he does it so 
——o that every one of us on the team feels equally important to 

: life of that patient and the rehabilitation. So, I would say all 
are @ tremendously important, caliae one to the exclusion or to the 
disadvantage of the other. 

Senator Leuman. You know, Miss Shover, I was very much im- 
pressed by the moving sentences that you included in your statement. 
After discussing the economic situation and the costs of rehabilitation 
you say: 

There are other benefits of rehabilitation besides the economic. The value 
of rehabilitation to these persons in terms of personal development and per- 
sonal freedom is immeasurable. No one can p'ace a value on ability to lift a 
spoon to feed oneself, or to walk across a room, and these are the things that 
rehabilitation has meant to many disabled persons. The increased ability of 
handicapped individuals for self-care and employment creates a beneficial effect 
on the morale of the individual’s entire family, his community, and society as 
a whole, 

I fully agree with that statement. It is very well expressed. But 
those are the things that have to be done by therapists and not by 
doctors. And unless you have a sufficient number of trained thera- 
pists, people will not be taught how to lift a spoon or walk across a 
room, and I think those things are so important. I have seen them in 
the institutions of my own State. 

I want to see this thing speeded up. 

Miss Snover. If I may say so, I think the service to a person who 
first learns or first experiences that the father of the family is injured 
is sometimes as valuable as any service we can give them. That may 
be given by a doctor. That understanding that all of the world does 
not close because something happens to disable an individual is some- 
thing that must be taught psychologically. After all, it is the spirit 
and the point of view. Living with a hendicapped person is maybe 
not easy, but it is certainly possible. 

Senator Hitz. I am sorry I missed your testimony and I assure you 
1 will read it with much interest and with much benefit, I am sure. 

Senator Gotpwarter. I want to thank you, Miss Shover, for the very 
excellent testimony you have given. Your prepared testimony will 
be made a part of the record. You have been a very valuable witness, 
and thank you for coming. 
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The next witness will be Mrs. Vivian Shepherd, executive director, 
Kansas City Rehabilitation Institute. 

Mrs. Shepherd, I would like to call the attention of the committee 
to the fact that the rehabilitation institute is a nonprofit private or- 
ganization which started as late as 1947. 


STATEMENT OF MRS. VIVIAN SHEPHERD, EXECUTIVE DIRECTOR, 
KANSAS CITY REHABILITATION INSTITUTE 


Mrs. SuerHerp. That is right. 

Senator Gotpwater. I have heard through a mutual friend, Mr. 
Cookingham, of the tremendous strides you have made in this. In 
fact, on his last visit to Phoenix he mentioned the desirability of our 
cities following Kansas City’s pattern, and our present city manager, 
who is Ray Wilson, who also used to be in. Kansas City, concurred. So 
I think possibly the capital city of Arizona will shortly follow your 
own example. 

You can proceed in any way you care to. If you want to read from 
notes or read your pl epared text, you may. 

Mrs. Sueruerp. | will not read my prepared text. You have a 
copy. 

Senator GoLpwaATeEr. It will be made a part of the record. 

(The prepared statement of Mrs. Shepherd is as follows :) 


STATEMENT BY Mrs. VIVIAN SHEPHERD, EXECUTIVE DIRECTOR, THE REHABILITATION 
INSTITUTE, KANSAS CITY, Mo. 


Mr. Chairman and members of the committee, I am very pleased to appear 
before vou today as the representative of the Rehabilitation Institute of Kansas 
City, Mo., in support of the President’s recommendations on vocational rehabili- 
tation and other phases of his health program as expressed in Senate bills, 2758 
and 2759. 

I am especially pleased that 8. 2759 does not contain the restrictive measures 
for financing the program included in the appropriation bill passed in the spring 
of 1953 which provided the funds for vocational rehabilitation. However, if this 
bill does not rescind that particular language, such action should be taken. This 
restriction will seriously cripple the rehabilitation program instead of permitting 
it to move forward in a positive manner. In the State of Missouri alone, it 
would mean a loss of more than $126,000, and hence several hundred people 
would not be given the opportunity for rehabilitation and would remain recipients 
of public assistance instead of becoming tax producers. Since there is already 
a very large backlog of persons in Missouri who need these services and who 
cannot be served because of the lack of sufficient funds, this reduction would 
mean an irretrievable loss to our people. 

Although others are presenting to you the national situation, I would like to 
reemphasize the need for an adequate national program of rehabilitation. The 
rapid increase in the numbers of people in our population who need rehabilitation 
is mainly due to two developments: (1) Advances in medical science save the 
lives of many people who otherwise would die, but many of these people remain 
disabled, (2) the incidence of disabling conditions increases with age, and the 
number and proportion of older people in our population becomes greater each 
year. 

Many of these disabled people are, of necessity, on welfare roles. Nearly 
$400 million in public assistance was paid nationally in 1952 to meet the barest 
needs of 845,000 men. women, and children who were disabled themselves, 
or who were the dependent children of disabled breadwinners. 

Although the total number of people who are disabled is not known with 
any accuracy, it is estimated to be around 2 million. And many thousands 
more become seriously disabled each year. The funds currently allocated to 
the Federal-State program of vocational rehabilitation are hardly enough to 
begin to meet the rehabilitation needs of these people. 
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The legislation proposed in these bills is not only vitally important now, but 
also, for the future development of our country. We are posing a teriffic prob- 
lem for our young people unless we take the necessary steps to relieve them of 
some of the growing burden of disability. For instance, the young man with 
a growing family will be faced with the possibility of not being able to educate 
his own children because he has to support an increasing number of the aged, 
the chronically ill, and the seriously disabled, both in his own family and in the 
community. Expanded programs are needed on the Federal level, the State 
level, and in local communities to meet this problem. 

More can now be done to overcome the handicapping effects of disability than 
was ever possible before. Many thousands of these persons can be rehabil- 
itated if all of us organize our resources to provide the best possible services 
and techniques. The expanded hospital construction and vocational rehabilita- 
tion programs which these proposed bills would make possible is an essential 
step in realizing these aims, 

Community action in the fields of health and rehabilitation which will material- 
ly spread the base of support can be immensely stimulated by Federal and State 
programs in these fields. 1 would like to illustrate the effect of such programs 
by describing our experiences in Kansas City. 

First, I would like to tell you how the vocational rehabilitation program helped 
us develop a community rehabilitation center. In 1946, professional workers 
in vocational rehabilitation and other allied programs, greatly concerned about 
the inadequacy of local facilities to meet the needs of the disabled met with com- 
munity leaders and explored possible solutions to meet these needs. 

As a result of the plans which developed out of these meetings, the Rehabil- 
itation Institute was incorporated in 1947 as a nonprofit organization for handi- 
capped persons disabled by disease and accident. The institute provides 
physical, occupational, and work therapy ; psychological services, speech therapy, 
prevocational tryouts, and some job placement of the disabled, so that they 
may become, to the fullest extent, independent and useful members of the 
community. 

The institute is staffed by qualified personnel in each of the various depart- 
ments and, in addition, trained volunteer aides are provided by a number of 
local women’s groups. 

Patients at the institute have ranged in age from a 15-month-old baby stricken 
with polio to an 82-year-old man with a bad fracture of the hip. Patients are 
referred by private physicians, hospitals, clinics, vocational rehabilitation, the 
Veterans’ Administration, workmen’s compensation, crippled children’s serv- 
ice, insurance companies, and welfare agencies. Fees from the Federal-State 
programs are an important part of the financing of the institute. Besides fees, 
funds are provided through gifts and grants from organizations and foundations, 
and the Community Chest. 

The demand for the services of the Rehabilitation Institute has grown rapidly. 
In the first full year (1948), the institute had 4,427 patient visits from 141 
persons. The operating budget for that year was $24,000. Last year (1953), 
there were approximately 20,000 patient visits from 745 persons. A budget of 
$96,000 was required to serve these persons with a greatly expanded program. 
In February and March of this year (1954), the institute has received 176 new 
patients which is more than the total patient load of its first year of operation; 
these new patients in addition to the already active load of 200 patients. 

The existence of the institute is the result of careful planning, a great deal 
of hard work, and a community desire to serve its disabled citizens. When we 
secured the building which we now occupy, it was found that extensive remodel- 
ing was necessary to make the space usable for our purpose. It was amazing 
to see how the community rallied to meet this need. Organized labor, contrac- 
tors, manufacturers, business, industry, civic organizations, and individuals 
donated time, labor, materials, and equipment with the result that we now have 
a very well-equipped center acquired at a minimum cost. This would have 
been impossible without the fine cooperation displayed by these many diverse 
groups. 

It would, also, have been impossible without the Federal-State vocational 
rehabilitation program which influenced the formation of the institute, and 
stimulated its growth through referral of cases and payments for services 
rendered. 

Next, I would like to tell you how the Hill-Burton Hospital Survey and Con- 
struction Act helped us develop a coordinated community program for prevention, 
treatment and rehabilitation in the field of mental health. 
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This community program is under the direction of the Greater Kansas City 
Mental Health Foundation which was created in 1950 as a nonprofit corporation 
cting on a regional basis to coordinate and improve psychiatric facilities and 
services on inpatient and outpatient clinical levels, the training of psychiatric 
rsoni esearch, and menta! health education. A grant of $350,000 from the 








Kansas City Asscciation of Trusts and Foundations has assisted in financing the 
work of the mental health foundation 
\ psychiatric receiving center with a capacity of 80 beds, with administrative 
I | stantial outpatient facilities, has been constructed to house the 
or part of the foundation program for Kansas City, Mo. Funds for its 
const on were made available by a bond issue of $600,000 voted by the citizens 
Kansas City, Mo., and an equal amount made available by the United States 
Public Health Service through the Hill-Burton Hospital Construction Act. This 
eiving center, which operates as a division of the Kansas City General Hos- 
rmlly dedicated on October 16, 1953, by Secretary Oveta Culp 
H vy of the Department of Health, Education, and Welfare. It will admit 
nts ) April 1954 The services of this institution will be available to 
atients who can profit by short-term therapy. If, at the expiration of a 90-day 
servi n, it appears that the illness will be of long duration, trans- 
f State ir tution for custodial care will be arranged 
rreement hetween the city of Kansas City, Mo., and the 
Greater Kansas City Mental Health Foundation, the foundation will be respon- 
ble for professional services All physicians, nurses, social workers, psychol- 
ipational therapists will be employees of the foundation which 
as cs its director. The city will reimburse the foundation 
rterly for the services of these professional personnel. All service and main- 
tenance personne! will be the responsibility of the city. 


The treatment program in the psychiatric receiving center will be under the 
F 


lirection of the clinical director of psychiatry at the City General Hospital who 
was employed 2 years ago to develop the program in the rather limited facilities 
] ailable During the fiscal year 1952-53, this psychiatric unit admitted 
ST tients to the hospital, of whom 275 (or more than 70 percent) were re 


turned to their homes in the community during the year. The average length of 
stay in the psychiatric unit was 35 days 

\ department of child psychiatry became a major part of the foundation’s pro- 
gram when the child guidance clinic, formerly a Community Chest agency, agreed 
to suspend as an independent organization and to continue the services of the 
clinie as an integral part of the work of the Greater Kansas City Mental Health 
Foundation. It also will be located in the psychiatric receiving center. 

Two important programs in the children’s field have been started by the mental 
health foundation in the past 2 years which will help develop the earliest possible 
treatment for disturbed children. First, a child research council was financed 
jointly by the foundation and the Board of Education of Kansas City, Mo. 
This council has been at work since September 1952 exploring the problems of 
disturbed children in the classroom, studying the range and interests of the 
school system in this field, conducting programs of inservice training for school 
personnel, and giving intensive study to referral cases. The professional staff 
consists of a psychiatrist, clinical psychologist, pediatrician, and a psychiatric 
social worker. 

The second program in the children’s field has been the establishment of a 
elinical unit at Children’s Mercy Hospital in Kansas City, Mo., in conjunction 
with the department of pediatrics at the University of Kansas Medical Center. 
This unit, consisting of a psychiatrist, psychologist, and a psychiatric social 
worker, is primarily concerned with the psychosomatic problems of the hospital- 
ized children and with the training of medical students in pediatric psychiatry. 

The facilities of the receiving center will be used for the training of profes- 
sional personnel. The Mental Health Foundation is collaborating with the de- 
partment of psychiatry of the University of Kansas School of Medicine, within 
a framework known as the Associated Psychiatric Faculties of Greater Kansas 
City, whose purpose it is to provide lectures and continuing seminars for residents 
in psychiatry who are in training in the city. Social-work students from the 
University of Kansas School of Social Work will receive field-work training in 
the denartments of child and adult psychiatry. 

Within the last month, the residency program in psychiatry at General Hos- 
pital has been approved for 3 years of training by the council of medical educa- 
tion and hospitals of the American Medical Association and the American Board 
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of Psychiatry and Neurology. This means that advanced students in a spe- 
cialized field of medicine may now take their training with full accreditation 
under the new Associated Psychiatric Faculties maintained jointly by the 
University of Kansas Medical Center and the Mental Health Foundation. 

Thus, community, State, and Federal cooperation has succeeded in providing 
a first-class training and research program in mental health to replace the primi- 
tive or nonexistent resources of a few years ago. 

Now, I would like to give you one more example of the importance of Federal 
and State contributions to a community program in the field of rehabilitation. 
Kansas City is now undertaking a research project designed to find out the costs 
and benefits of a comprehensive program of rehabilitation of the handicapped. 
This project will make available reliable information on the number of handi- 
capped and disabled in a metropolitan area and on the cost of marshaling existing 
community resources to restore these people to lives of greater usefulness. 

This project will be carried out in four stages. In the first, there will be inter- 
views with each household in a random and representative sample of about 
14,000 households drawn from the 4 counties which make up the metropolitan 
area of Kansas City. All persons, irrespective of age, sex, or race are included 
if they fall within the representative sample. 

In the second stage, the persons found through the household survey to be in 
need of rehabilitation will be offered the opportunity of appearing before an eval- 
uation team composed of a physician, a social worker, a psychologist, a physical 
therapist, an occupational therapist, a vocational rehabilitation counselor, and an 
employment-placement specialist. The team will determine the extent of disabil- 
ity and the suitabiliy for entering treatment or training 

In the third stage, the handicapped found abie to benefit from rehabilitation 
services will be given the opportunity to receive the treatment needed. The nec- 
essary services will be available through the cooperation of local agencies, organ- 
izations, and professional groups, together with the Federal-State programs of 
vocational rehabilitation and crippled children’s service. 

Treatment will be given to people of all ages: people of working age who can 
be restored to employment; housewives who can be restored to management of 
their households; children who can be given a chance for education and vocational 
guidance so that they will be able to take their place as productive citizens when 
they become adults; and older people and others who can be helped to take care 
of themselves so that there may be savings in the use of nursing services and 
hospital beds. 

In the fourth stage, there will be a followup of the cases found so that the ef- 
fects of rehabilitation can be measured. Interviews with the persons who re- 
ceived treatment will be obtained one year after completion of their rehabilita- 
tion. Interviews with the handicapped in a control group who have not yet 
received rehabilitation will be obtained 1 year after the initial contact. Infor- 
mation will be obtained about the level and range of activities which these people 
can perform and on such economic items as employment status, earnings, and 
taxes paid. 

Information on the community expenditures for maintenance and medical care 
for handicapped persons before and after therapy will be obtained from public 
and private agencies. In addition, records will be kept of the costs of the rehabil- 
itation provided. Thus, the community may learn what it costs to restore handi- 
capped people to as much economic and social usefulness as is possible, and may 
compare this with the costs of supporting such people if they remain in their 
disabled condition. 

This study is being undertaken because of the nationwide interest in plans 
for restoring handicapped people to lives of greater usefulness. It is needed 
because no one knows today with any accuracy how many disabled and handi- 
capped people there are, how many become disabled annually, nor what it would 
cost to rehabilitate those who could benefit by modern treatment. As long as 
the size of this problem is unknown, no community can make precise plans 
to meet it. The findings of this study should prove useful, therefore, to all 
other communities interested in planning rehabilitation programs for their 
handicapped citizens. 

This study was planned and will be conducted by a Kansas City research 
agency, Community Studies, Inc., which was created in 1949 as a nonprofit cor- 
poration to carry out research in the fields of health, education, and welfare. 
It will be financed in part by this local organization; it has widespread and 
enthusiastic community support. Yet the project cannot be carried through to 
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successful completion without the assistance of Federal-State programs in re- 
habilitation and public health. 

Research grants from the Public Health Service are helping to finance the 
household survey. The evaluation examinations will be supplied from existing 
community resources, but the local teams of experts will have the benefit of 
instruction, at the beginning, from a demonstration team which will be fur- 
nished by the Office of Vocational Rehabilitation. The treatment stage will 
be financed in large part by the Federal-State programs for vocational rehabili- 
tation and crippled children in the two States of Kansas and Missouri. Pay- 
ments for services to persons who are not eligible for these programs will be 
met by the individuals themselves, to the extent possible, and by local health 
organizations. Thus, the financing and the carrying out of this useful project 
furnish a vivid example of the value of community, State, and Fed- 
eral cooperation, 

You will note from this description of the programs being carried out in 
Kansas City that vocational rehabilitation, the Public Health Service, and the 
crippled children’s program have played very important roles. This demon- 
strates that even in a community as rehabilitation conscious and as active as 
ours, we cannot succeed in meeting all our goals for the disabled without the 
financial support and the stimulation from the Federal-State programs. If the 
rehabilitation institute is to expand to serve a greater area and the increasing 
numbers of people referred by Vocational Rehabilitation, and if the proposed 
rehabilitation project is to succeed and be of worth to the entire Nation, ade- 
quate funds are essential to provide facilities and services for diagnosis, treat- 
ment, and rehabilitation. 

While I have used the situation in my own area as the basis for my presen- 
tation, we can be sure that the demand and the need for rehabilitation services 
are as great everywhere. The need for diagnostic centers, hospitals for the 
chronically ill, sheltered workshops, and rehabilitation centers is tremendous, 
and can be met only through Federal and State action as is proposed in 8S. 2758. 
Assistance in the establishment or expansion of nonprofit community rehabili- 
tation centers and sheltered workshops is not possible under existing laws; yet 
such centers are essential to the total rehabilitation program. The provisions 
in S. 2759 which would permit the States to use Federal funds for the establish- 
ment, initial equipment, and expansion of community rehabilitation centers and 
sheltered workshops will be of the greatest value to communities which are 
trying to meet the needs of their disabled citizens. 

High!y qualified personnel from many fields are necessary to carry on these 
programs. One of the big difficulties we face is the lack of trained people to 
meet the demand. Therefore, that part of the proposed vocational rehabilita- 
tion bill which will provide assistance in recruiting and training these scien- 
tific and technical people is, I believe, a most essential element in any com- 
prehensive program. 

Huge sums have been expended for the conservation of our natural re- 
sources, and rightly so, but when we compare the expenditures for such con- 
servation with the current expenditures for rehabilitation services to conserve 
human resources, we find the latter pitifully inadequate. Now is the time to 
find suflicient funds to eary the rehabilitation program forward with the same 
vigor we have used in meeting other challenging problems. We should consider 
funds used for rehabilitation as an investment. The costs of rehabilitating a 
man are nonrecurring: they are not a drain on our tax funds year after year 
as are dependency payments which keep people from starving, but do not allow 
them the opportunity to become self-supporting citizens. 

In order to show you the return from this investment, and to show how re- 
habilitation can change people's lives, I would like to tell of a few persons who 
have been served by our rehabilitation institute, and who are now successfully 
caring for themselves. 

The first is a 40-year-old man who once was desperately despondent and helpless 
because of the loss of both legs above the knee. Vocational Rehabilitation pur- 
chased artificial limbs for him and sent him to our institute where he was 
trained in their use. He was sent to a local trade school and now is employed 
in a tailoring shop reweaving torn fabrics. He walks the short distance to work 
and climbs short flights of stairs with his new legs. At the time he was sent to 
us, he was a recipient of public relief, but he is now able to support himself 
and to contribute through taxes to his community. 

A middle-aged woman was brought to the institute in an ambulance. She 
had to be carried into the building because the removal of a spinal tumor had 
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left her without the use of her hands and lower extremities. With the help 
of occupational therapy, she was soon signing her own name and writing again. 
Today, as a result of her work in physical therapy, she is walking unaided. 
She has now returned to a healthy, normal activity in her own home. 

A 17-year-old boy was sent to us from a farm community by Vocational Re- 
habilitation. This boy who had polio when he was 11 had returned to his farm 
home after hospitalization at the Children’s Mercy Hospital. From that time 
until he was sent to us, he had no treatments or schooling. He was practically 
bedfast, for though he had braces, he was barely able to use them. He had no 
outside interests or activities and had become very morose. 

His program at our institute included work in physical therapy where he 
was taught how to get in and out of chairs, how to walk and go up and down 
stairs. This freed him from bondage. He was given a complete psychological 
evaluation and both personal and vocational counseling. In occupational therapy, 
he was given an opportunity to try his skills. On the basis of these tests and 
training, he was placed in a school to learn shoe repairing. His first employ- 
ment as a shoe repairman was so successful that he has been able to start his 
own shop. He is now not only supporting himself, but is assisting in the care 
of his parents. 

These are but three of the many persons whom our institute has served. We 
have also helped housewives to return to their homes and take over their duties; 
small children to enter school. We have helped others to overcome serious 
speech difficulties. Still others have been helped to make personal and vocational 
adjustments through our psychological services. Some have had their first work 
experience in our curative workshop, and have earned their first wages there. 
Some have been trained in the activities of daily living so that they can care 
for themselves and thus have freed another member of the family to enter the 
labor market. 

These enriched lives and the reduced cost of their cost are the dividends on our 
investment in rehabilitation. 

It has been, indeed, a very great pleasure to meet with this committee, and I 
regard it as a privilege to have been allowed to present this description of how 
an extremely worthwhile community program in health and rehabilitation has 
been stimulated and supported by the Federal-State programs, 

The proposed bills S. 2758 and S. 2759 would permit existing programs to 
develop as they should to meet the growing needs. They would also permit the 
establishment of new facilities and services so greatly needed, I hope, there- 
fore, that my statement will help you to consider these bills favorably. 

Mrs. Sueruerp. [ would like to talk with you all and emphasize 
certain things, because I am perhaps in a little bit different position 
from some of the others that appeared before you. I am down on 
the community level where rehabilitation is being carried out, and 
perhaps you may gain some insight of our problems and needs. 

I want to say first it is a real pleasure to have this opportunity to 
appear before you because the matters you are considering are of such 
worth and value to so many people and of a very real concern on 
my part. 

For 5 years I was a rehabilitation counselor in the Federal-State 
program of vocational rehabilitation in Missouri, and for the past 
¢ years I have been the director of a nonprofit community rehabilita- 
tion center, the Rehabilitation Institute in Kansas City. 1 think those 
years of experience have given me a bit of know ledge about the needs 
and benefits that come from this, because | have served in both a 
public and private rehabilitation agency. I also think I have seen 
how essential the interaction between the two is to accomplish the 
rehabilitation goals for the disabled. 

If I may, and since you brought.up.Mr. Cookingham’s statement, 
I would like to show you all—that is my good old Missouri “you all”— 
just how a sustained rehabilitation effort gets underway and just how 
the various agencies work together to the benefit of the handicapped 
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individual; and how necessary all of the integral parts are—com- 
munity interest and support, sufficient and proper rehabilitation fa- 
cilities, and a strong Federal-State program of vocational rehabilita- 
tion and public health. 

It takes all of us to do this job. Without the legislation and some 
of the things that are represented in the bills before you, whatever we 
do down on our level is not going to solve the problem. 

In my written statement you have a detailed description of three 
projects taking place in Kansas City. First is the development of the 
Rehabilitation Institute, which I will talk to you about a little bit 
more later on. 

Second is the development of a coordinated community program 
for prevention, treatment, and rehabilitation in the field of mental 
health. This included the creation of three private funds through 
the Mental Health Organization designed to coordinate and improve 
psychiatric facilities for treatment and for training of psychiatric 
personnel ; for research and for mental health education. 

With a grant from the United States Public Health Service through 
the Hill-Burton Act an 80-bed hospital or psychiatric receiving center 
has been constructed and will go into service with our first. patients 
this coming week. 

Thus you have an example of community and Federal-State co- 
operation which has succeeded in providing a first-class treatment, 
training, and research program in mental health to replace the primi- 
tive or nonexistent resources in our community before this happened. 

Third, right now in Kansas City there is something happening that 
will be of interest and we hope of help to the entire Nation, that is, 
the Greater Kansas City survey and demonstration rehabilitation 
project. This was launched March 24, when Surgeon General Scheele 
came out to Kansas City and spoke to a group there. We had an 
overflow crowd. When you get that when rehabilitation is on the 
title it shows a real interest. There were over 400 persons, profes- 
sional and lay leaders of our area. When I am speaking of Kansas 
City I am not thinking of the confines of Kansas City, Mo., alone. 
You remember, we sit on the State line. This project covers a 4- 
county area—2 in Missouri and 2 in Kansas—because that is the 
metropolitan area of Kansas City. 

The purpose of this project is to find out the number of disabled 
persons in a metropolitan area. You have heard it said many times to 
you before that we believe we have as many people that are disabled. 
A community cannot attack their problem until they know realistic- 
ally the size of that problem. We hope to find out the number of 
disabled persons in our metropolitan area, and then we hope to find 
out the costs and the benefits of a comprehensive program of rehabili- 
tation to restore these disabled persons to useful lives. 

The survey is being financed in the most part by a grant from the 
United States Public Health Service, because as you can see the results 
of the survey may well be of importance to the entire Nation. They 
felt it was well worth putting public funds into it. 

The rehabilitation phase of this project will of necessity have to be 
carried out primarily through Federal-State funds of vocational 
rehabilitation and the ¢ ‘rippled Children’s Service, with community 
organizations and facilities assisting in every way possible. 
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These developments in Kansas City just did not happen. It meant 
an arousal of concern and interest. It meant long and careful plan- 
ning and the expenditure of untold energy on the part of many people. 
Also it meant the cooperative pooling of skills and services and the 
provision of funds, partly private and partly Federal-State, to pro- 
mote and develop these worthwhile lists kings. A great deal of 
the groundwork was laid in the establishment of the rehabilitation 
center of which I am director, because in a widespread community 
and agency participation in its formation and development, Kansas 
City became rehabilitation-conscious and began to realize that reha- 
bilitation pays dividends, both economic and humanitarian. 

In 1946, many of us working professionally with and for the dis- 
abled, were distressed because we had to declare so many people non- 
feasible for vocational rehabilitation. They were so seriously dis- 
abled that we had no facility where a coordinated approach could 
be had—medical, psychological, and social—to attack these multiple 
problems. 

We together with the community leaders interested in the dis- 
abled, set out to overcome this lack. For a year and a half a tre- 
mendous amount of effort on the part of professional personnel who 
came from Miss Shover’s organization that she just testified about, 
from the Society of Crippled Children, and public agencies on voca- 
tional rehabilitation, and others, and with key community leaders 
working very hard to create interest and support until the Rehabilita- 
tion Institute was actually incorporated—for a year and a half these 
people contributed. Remember, there were no laws existing and there 
are none now that provide for basic grants or provisions for helping 
in the establishment of such a center, or to expand any center. 

So what we have done is this: We literally begged, borrowed—and 

maybe not quite literally stole—to get the building and equipment and 
statf to start. Everybody helped. 

Federal-State programs, besides giving leadership in the promo- 
tion, gave support through the referral of their clients for services 
and also the use of their specialized personnel to augment our staff. 

Private agencies gave as much as possible of the same type of help; 
and organizations and individuals gave of their time and funds to the 
best of their ability. 

Why is this important? I sat here these 2 days and listened to the 
statements on the worth of a rehabilitation center in the overall re- 
habilitation program. I feel it is intensely important to the total 
rehabilitation program. You remember, I said I was once a rehabili- 
tation counselor and I was made familiar with these problems. 

I can remember, and it seems like a simple thing, when we bought 
an arm ora leg for a client and went to his home and found him unable 
to use it because of a poor fit, or he did not have any place where to 
learn to use it. So what do you have today? In the centers we have 
trained teams available who will evaluate the stump and find out if it 
is ready for fitting, and give proper exercise and all that is necessary 
to prepare it for fitting. They will make a realistic prescription in 
terms of what a man or woman is going to do—what work they will 
perform—and then train them in their use. That program saves a 
great deal of money and effort. We feel it important to our total 
program. We feel a disabled person may need a variety of services. 
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Many of them are nonmedieal, and this is to prepare him for job train- 
ing and placement. Such training is available in good rehabilitation 
centers. For instance, treatment, work therapy, or development of 
work tolerance, speech therapy, psychological evaluations, personal 
and vocational counseling and social service, to name but a few of the 
things necessary for preparing a person for training or a job. These 
can be found in a center. 

One of the things we have been able to do and I say as a very real 
benefit—and I can always look at this from two sides of the fence- 
from the side of the counselor trying to solve the client’s problems, and 
from trying to provide the services—is the evaluation of a client’s 
vocational potentialities. That is not just through testing for apti- 
tudes, but through a complete appraisal of physical, mental, and social 
capacities, so that the rehabilitation counselor can help his client 
work out a realistic vocational goal in terms of that client’s total 
assets. 

These are but a few of the ways that the rehabilitation center can 
help to provide vocational rehabilitation with needed services. On 
the other hand, we need the vocational rehabilitation program and a 
strong one. We need it to help us bear the costs of the treatment and 
services for these patients through the referral of our clients. 

We need their help in providing vocational counseling for our 
patients, and to complete the total rehabilitation of those served by 
the center—the medical costs, training on the outside, and so forth— 
and numerous ways which are not possible in the center itself or 
through community funds. 

The Rehabilitation Institute, to show you how these things are 
financed on a local level, has been financed up to the present time and 
on the present level—and I want to say that because there are so 
many things yet to be done—by fees, such as are paid by vocational 
rehabilitation for its clients, and by funds provided by such groups as 
the National Society for Crippled Children, the Junior League, the 
National Foundation for Polio, the Kansas City Association of Trusts 
and Foundations, the Community Chest, and many others. But the 
demand for our services is growing so tremendously that we are now 
receiving patients from a four-State area, whereas we were set up 
actually to serve our own local people. 

These demands, I think, point up several things: 

One, we need to grow bigger if we are going to serve a bigger area 
and more people. 

Also, there is a need in other areas than ours. 

The present bills, S. 2758 and S. 2759 can help to broaden these 
services materially. They can stimulate the growth of community 
rehabilitation centers, for whatever we can accomplish on a local 
level is only possible through a strong Federal-State program which 
will serve as the background or the core of a continuous program. 

These bills being considered today will allow the support to help 
local areas to start rehabilitation centers, sheltered workshops, or 
expand existing ones to meet the tremendous need, and also help 
launch and sustain such projects as are described in the other part. 

I will add my nickel’s worth to the part where we will train per- 
sonnel. That is a very real and vital part of this act you are 
considering. 
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We have made a start—yes—as a community, and other communi- 
ties have done the same. But it will take expanded funds on the 
Federal level and the State level and on the level of local communi- 
ties if we are even going to begin to reach the people that need it, 
because I feel very much we are at the crossroads in this program 
of rehabilitation. We can continue to serve only a portion of those 
needing the rehabilitation as the present financing allows, or we can 
launch out in a practical and positive way to meet the need by pro- 
viding the funds necessary to get the total job done. 

Nothing is impossible if we have the faith and the courage just 
to launch out and take proper steps. 

There are one or two things about the two bills before you—the 
vocational rehabilitation bill—or the Hill-Burton, or the long proper 
name it has—we feel that buildings and facilities are a part of this 
needed program, and under that bill communities can launch these 
services that I have suggested. But under the bill for the vocational 
rehabilitation they face a tremendous loss if we do not do something 
about the restrictive language that was placed in the appropriation 
bill last spring. 

I have been telling you what we can do if you all see fit to bring 
these things into being. But in the State of Missouri alone—and 
there is a comparable figure in Kansas—we stand to lose $126,000 if 
that restrictive language is carried in there. There is nothing we 
can do about it, as far as our States are concerned. Hundreds of 
people will not have the opportunity for rehabilitation and may well 
remain recipients of public assistance if something is not done. 

As Mr. Power told you earlier, there are in Missouri and Kansas 
City a backlog of people, and I can name them down the list, that 
I know personally, who are waiting until July 1 for the next allotment 
of funds to start their vocational rehabilitation program. What 
happens if there is none and there is this restriction of funds? We 
will not even be able to serve those already there. I hope you all 
through some temporary measure will be able to correct that until 
the action is resolved on the bills before you. 

The other concern—which I am not going into the technicalities 
involved on because I am probably not qualified to—is that I hope 
while the transition period is being carried out, in some way the 
Congress will see that no State is cut below the level at which it is 
now operating. For that would be a great tragedy and defeat the 
basic purpose of this legislation, which is to prov ride more service for 
more people. 

May I close my verbal statement with just a little story which will 
illustrate the things I have tried to point out—the necessity for co- 
operation in both the provision of services and funds to ae shieve total 
rehabilitation of an individual, and also what rehabilitation can mean 
to the disabled. Because the worth of this program cannot be all 
figured in economic terms alone. 

Let me tell you about a boy 16 years old, who was a sophomore in 
high school. He was riding in a car with friends and this car was 
cideswiped so that he received a very severe spinal injury which left 
him completely paralyzed below the hips. He. spent 2 years in a 
hospital. He returned to his home, which was a very inadequate farm 
home off the main highway. Before that he had to walk a mile and 
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a half to catch a bus in order to go to high school. Therefore educa- 
tion was out. Finally, through coperative services he was brought to 
the institute and it was necessary to find a foster home in our city. 
The Family and Children’s Service, a local agency, provided a home 
and care there for him. 

At the institute he was taught to walk and to get in and out of his 
chair. He was taught to be able to care for himself. In oceupa- 
tional therapy he was tried in a variety of skills in order to find his 
skill. Our psychologist did a very complete evaluation on him and 
began to e xp lore his vocational possibilities. 

Vocational rehabilitation entered that stor) at that point and 
sitwviiied the training for the boy in watch repair. I can say now 
that for 14 months Louis has been employed successfully. His em- 
ployer is well satisfied. The boy is now about 20. He was 18 when 
he came to us. He is carrying his own support and is paying taxes. 
But the greatest thing, I think, is that he was taken out of a life of 
despondency and dependency into a full life of self- respect and self- 
support. It was done through the cooperative efforts of private and 
public agencies 

This was a simple story. I did not tell you some of the perhaps 
more dramatic ones. This may be the future for many thousands 
more, if adequate legislation is provided to extend these programs. 

I want to thank you again. I have simply told you a simple story 
of rehabilitation in action down on the local level, but I appreciate 
your hearing, and there are any questions I would be most happy to 
answer them. 

Senator Gotpwater. Thank you very much, Mrs. Shepherd. Sena- 
tor Hill. 

Senator Hitt. Mrs. Shepherd, I want to thank you for your state- 
ment. I notice that last sentence about adequate legislation. Does 
not this matter draw itself up pretty much into the question of ade- 
quate appropriations and funds? 

Mrs. Suepuerp. That is right. Funds. 

Senator Hiri, Adequate funds. 

Mrs. Suernerp. That is where we are stymied all across the way. 

Senator Hirt. Where you are stymied all across the way is the 
matter of funds? 

Mrs. SHernerp. That is right. 

Senator Hix. Do you think this bill will bring you more funds 
than present legislation ? 

Mrs. SuHeruerp. I would think so, because I have been speaking 


primarily in the area in which I am onion now, but I am familiar. 


with the other program. I think we must tackle this realistically. 
T am not going to say we are going to save the Federal Government 
at this point or any other. I think we have to expand our appropria- 
tion for funds on the Federal and State level and in the local com- 
munities. 

Senator Hi. In other words, we have to augment our funds on 
all three levels? 

Mrs. SuHeruerp. That is right. 

Senator Hiiu. Federal, State, and local? 

Mrs. SuepHerp. That is right. 

Senator Hiri. Without an extension of those funds, of course, you 
cannot extend your programs? 
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Mrs. Surernerv. No. And I will say this: In the month of March 
we had 106 new patients sent to us, in a small center. There is a 
tremendous number of new people seeking such services, and we have 
been gradually growing every month. 

Senator Hu. Have you had the funds with which to take care of 
these additional people? 

Mis. SueruerD. We have funds up to a certain point, but we are 
being asked to do many things. For instance, we need some in- 
patient beds for those out in the rural areas to be brought in to us, 

and things of that sort, which would be possible under the legislation 
which you are considering. 

Senator Hitu. If the appropriations were made ? 

Mrs. Sueruerp. Yes, if the appropriations were made. 

Senator Hi. You got some funds under the Hospital Recon- 
struction Act for your psychiatric receiving station, did you not? 

Mrs. Suernerp. That is right. And we are tremendous ly proud 
of our achievement. But as I see the present legislation it will not 
allow us to provide the rehabilitation centers and the sheltered work- 
shops. 

Senator Hitt. You mean, in your vocational training ? 

Mrs. Suernerp. That is right. 

Senator Hini. And overall center ? 

Mrs. Sueruerp. That is right. 

Senator Hitz. That is all. 

Senator GoLtpwarer. I was interested in that last remark of yours, 
that the present act does not provide for any funds for that construe- 
tion. However, the present bills do provide for that? 

Mrs. Suernerp. That is what I meant. 

Senator Gotpwarer. I wanted to bring that out. Thank you very 
much, Mrs. Shepherd, for your testimony. We appreciated your com- 
ing here, very much. 

Mrs. Sueprarp. Thank you so much. 

Senator Gotpwarer. The next witness is Mr. Robert Barnett, 
executive director of the American Foundation for the Blind. 

You may proceed in any way you see fit, either using your pre- 
pared text, or departing from it. Your statement will be made a 
part of the record. 


STATEMENT OF PETER SALMON, EXECUTIVE DIRECTOR OF THE 
INDUSTRIAL HOME FOR THE BLIND, BROOKLYN, N. Y., APPEAR- 
ING IN BEHALF OF M. ROBERT BARNETT, EXECUTIVE DIRECTOR 
OF THE AMERICAN FOUNDATION FOR THE BLIND 


Mr. Saumon. Mr. Chairman and members of the committee, in 
case you might think Mr. Barnett has grown old overnight, Mr. 
Barnett could not attend. His wife has been quite sick although she 
has been feeling much better today. She was in the hospital yester- 
day. So, Mr. Barnett asked me if I would appear for him, and I 
am very pleased to do so. 

In view of the fact that I am making a statement for another per- 
son, and also in view of the fact that this 3 is quite short—and I can 
get through it in about 5 or 6 minutes—perhaps I will read it to you. 
Ordinarily I would prepare my own summary in braille, and I have 
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a few braille notes, but it just happens I have a pair of lenses with 
me with which I can read this, and I am sure reading will be shorter 
than my summary. 

The word “handicapped” has been coming up during your con- 
versations, and 1 or 2 of the Senators may be old enough to remember 
this. At one time there was an illustrious Senator who was blind, 
Senator Gore. He felt people shied away too much from the term 
“handicapped,” particularly the blind, in whom he was greatly inter- 
ested. So I recall at a dinner where he was a guest he ¢ ited this illus- 
tration which pointed it up very well. 

He said: 

There was a young college chap who was going through the graveyard, and 
he came upon a tombstone that had an inscription written on it that said, “not 
dead; just sleeping.” As he went away he shook his head and he said, “Brother, 
you are not fooling nobody but yourself.” 

The Senator felt that is the way with handicapped people. Over 
the years we have to accept handicaps and realize through rehabilita- 
tion something can be done about that handicap. So, I will proceed 
with this. Do not be concerned. My nose is short, otherwise I would 
not be able to read this. 

Senator GoLpwater. You may proceed. 

Mr. Saumon. Mr. Chairman and gentlemen of the committee, my 
name is Peter J.Salmon. I know that part. Iam the executive direc- 
tor of the Industrial Home for the Blind, in Brooklyn, N. Y. I am 
appearing today, however, in behalf of Mr. M. Robert Barnett, exec- 
utive ee of the American Foundation for the Blind, who is 
unable to be present for compelling reasons. I am sorry that Mr. 

sarnett could not be here, because he always makes such an excellent 
presentation on behalf of the blind. 

We who sincerely work for the blind in the United States are grate- 
ful tothe Congress for its continued interest in and pursuit of methods 
of carrying forward legislation in the rehabilitation of the handi- 

capped and particularly of the blind. We were especially hi appy to 
find Senate bill 2759—the rehabilitation bill—and Senate bill 2758— 
the bill which would amend the Hospital Construction Act—intro- 
duced this year, as they would expand considerably facilities and serv- 
ices which the Congress has made available to the disabled in the past. 

The American Foundation for the Blind agrees with these bills in 
principle. We have, however, a few suggestions which we would like 
to present to the committee. 

I might say parenthetically that the American Association of Work- 
ers for the Blind is presenting a statement which carries our views, and 
that is why we have not gone into this. 

For example, in rehabilitation, as in the field of medicine itself, we 
would urge that whenever the Congress considers the establishment of 
facilities and services, some portion of the appropriated funds be set 
aside for the blind. We are recommending that in Senate bill 2758, 
the hospital construction bill, section 651, items (3) and (4), where 
$10 million is allocated for the building of rehabilitation centers, and 
$10 million is allocated for the building of nonprofit nursing homes, 
that in each of these items 20 percent of these sums be allocated for 
such facilities for blind persons. Specialized needs require specialized 
service and can succeed only when such speetalized service is available. 
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In her recent testimony Secretary Hobby, of the Department of 
Health, Education, and Welfare, touched on the essential matter which 
brings us here today, the possible amendment of Public Law 732, in 
connection with suggested amendments to Senate bill 2759—the Vo- 
cational Rehabilitation Act. It gives me particular pleasure to be 
discussing Public Law 732, which passed in June of 1936, and predates 
the Barden-La Follette Vocational Rehabilitation Act, Public Law 
113, by 7 years—for it was in Brooklyn, through an Executive order, 
that the first blind person was permitted to sell a limited variety of 
merchandise in a Federal building. It was provi: dod that he actually 
could not utilize any equipment, such asa stand. He was permitted to 
use a small bench, and the merchandise he could sell was limited to 
just a few items. 

However, this demonstration was part of the convincing evidence 
that led to the passage of Public Law 732. This first blind person is 
still gainfully and happily employed at this location and since the 
passage of Public Law 732 he has had a very attractive vending stand 
there. Under S, 2759, page 15, line 23 (7), the following wording 
appears: 

The acquisition of vending stands or other equipment and initial stocks and 
supplies for use by severely disabled persons in any type of small business. 

After this wording we would suggest the following: 


including vending stands or other equipment, initial stocks and supplies for use 
by the blind, as presently provided for in Public Law 732. 

Secretary Hobby’s suggestions for amendments to Public Law 732 
are generally acceptable to agencies for the blind in this country, but 
we would like to emphasize the following suggestions and additional 
safeguards to assure the carrying forward of the original intent of 
Congress and what we believe to be the present sentiment of Congress, 
and that is that a special provision be made so that blind persons may 
have vocational opportunities in the Federal properties throughout 
the land. 

Secretary Hobby recommended that the preference be protected for 
the placement of blind persons in vending stands in Federal proper- 
ties, and that the question of the fitness and eligibility of blind persons 
to operate such vending stands be determined by the Secretary of the 
Department of Health, Education, and Welfare. We think this is an 
excellent suggestion, as it will centralize procedures in one depart- 
ment. 

We would also recommend that provisions be made for lowering the 
present age limitation of 21 years to 18 years, and that the new act 
contain a precise legal definition of blindness, the same definition as 
contained in the Social Security Act and other acts concerning blind 
persons. 

We would also recommend that the term “building” be broadened to 
include “properties,” so that a wider selection of locations for vending 
stands might be available. 

We feel that while preference is already available to eligible blind 
persons for such operation of vending stands, that this preference 
should be made exclusive to the blind. “Other groups, such as associa- 
tions of Federal employees, have been gradually encroaching on these 
opportunities for the blind, by introducing vending machines into 
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many of the Federal buildings. We urge that this practice be entirely 
discontinued. 

It is my understanding there is no legal provision for that, and it is 
an extremely serious situation. 

A brief review of the magnificent achievement of Public Law 732 as 
it relates to blind persons will convince you that it is one of the most 
significant forward steps taken by the Congress in making vocational 
opportunities av: ails able to blind persons. In 1953, in Federal vending 
stands alone, 704 blind operators and their blind assistants earned 
more than $1,726,000. 

There are actually 568 stands in Federal buildings, and the situation 
which distresses us very greatly is that even though this is a very sub- 

intial number of work opportunities, the pote ntial opportunities for 
such vending stands might be increased by 3,000 to 4,000 additional 
work be. portunities, and blind persons have actually been deprived of 
operating such stands because of a number of situations. Many of the 
cus todis ins of the buildings have been unwilling to permit a blind per- 
son to operate a vending stand. Secretary Hobby’s suggestions will go 
a lon g@ way toward correcting this. 

It is most gratifying to note that the effect of this program of vend- 
ng stands for blind persons in Federal buildings has paved the way 
for the operation of a much large number of stands in State and mu- 
nicipal non-Federal buildings, so that today there are actually 1,105 
blind persons and their blind assistants operating vending stands in 
non-Federal public buildings, who earned more than $2,160,000 last 
\ ear. 

There are many other stands that are privately operated in prob- 
ably an equal number, both to the Federal and non-Federal public 
buildings. So it isa very substantial program. 

This program alone has provided one of the most remunerative 
forms of vocational opportunity for the employable blind persons of 
the country, and accounts for a very substantial percentage of the total 
number of blind persons employed. 

Recognizing the limitation of employment opportunities for the 
blind, which was one of the main reasons for Congress having in its 
generosity enacted Public Law 732, there is, we feel, very strong rea- 
sons why this program of vending stand operation in Federal build- 
ings should be reserved to the blind and expanded to its fullest 
potenti: al. 

The operation of the vending-stand program, we feel, necessitates 
maintaining a close control by the Federal Government through the 
licensing agency with respect to both the equipment and stock, as well 
as the actual supervision of the operation of each individual stand. It 

is, therefore, our belief that the program would fail if the blind stand 
managers were permitted to operate without such control. 

It is interesting to know that the only opposition to maintaining 
such controls over these stands has come from persons who are not 
directly concerned with the operation of vending stands. 

Most of these suggestions are contained in H. R. 8530, introduced by 
Mrs. Church, and H. R. 8459, by Mr. Elliott, which are identical bills, 
and we would like to make these two bills part of the record. 

Senator Hix (presiding). You have these two bills with you? 

Mr. Satmon,. Yes, sir, 1 have provided those to the secretary. 
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Senator Hitt. Without objection, they will be made a part of the 
record. 

Mr. Satmon. Thank you. 

(The bills referred to are as follows:) 


[H. R. 8459, 83d Cong., 2d sess.) 


A BILL To amend the Act entitled “An Act to authorize the operation of stands in Federal 
buildings by blind persons, to enlarge the economic opportunities of the blind, and for 
other purposes” 

Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That (a) the first section of the Act entitled 
“An Act to authorize the operation of stands in Federal buildings by blind persons, 
to enlarge the economic opportunities of the blind, and for other purposes,” 
approved June 20, 1936, is hereby amended to read as follows: “That for the 
purpose of providing blind persons with remunerative employment, enlarging the 
economic opportunities of the blind, and stimulating the blind to greater efforts 
in striving to make themselves self-supporting; blind persons licensed under the 
provisions of this Act shall be authorized to operate vending stands and/or 
vending machines in any Federal building or on any Federal property where, in 
the discretion of the Secretary of the Department of Health, Education, and 
Welfare, it is found feasible to operate such vending stands or vending machines. 
Such vending stands or vending machines, when located in Federal buildings or 
on Federal property, shall be exclusively operated by or for the blind, licensed 
under the provisions of this Act; except, where the Agency for the Blind ad- 
ministering provisions of this Act has specifically stated in writing to the cus- 
todian of the building or property in question that the operation by the blind of 
such vending stands or vending machines would not be feasible, under existing 
conditions.” 

(b) Section 2 (a) (4) of such Act is hereby amended by striking out the words 
“twenty-one years of age’, and by inserting in lieu thereof “eighteen years of age”, 
and is further amended by striking out all that follows “tobacco products”, and by 
inserting in lieu thereof “and such other items as the Secretary of the Department 
of Health, Education, and Welfare may approve ;” 

(c) Section 2 (b) of such Act is hereby amended by striking out the third 
sentence thereof. 

(d) Section 2 (c) of such Act is hereby amended to read as follows: 

“(c) The State licensing agency designated by the Secretary of the Depart- 
ment of Health, Education, and Welfare is authorized, in cooperation with the 
custodian having charge of the building in which the vending stand or vending 
machine is to be located, to select a suitable location for such vending stands or 
vending machines and type of vending stand or vending machine to be provided.” 

Section 6 is further amended by striking out paragraph (b) and inserting in 
lieu thereof the following: 

“(b) The term ‘blind person’ means a person having not more than 20/200 
visual acuity in the better eye with correcting lenses, or visual acuity greater 
than 20/200 but with a limitation in the field of vision such that the widest 
diameter of the visual field subtends an angle no greater than twenty degrees. 
Such blindness shall be certified by a duly licensed physician skilled in the 
disease of the human eye.” 

The Act is further amended by adding subsection (d) under section 6 to read 
as follows: 

“The term ‘Federal preperty’ means buildings, land, or other property owned, 
leased, or occupied by the Federal Government, and buildings and other property 
owned, leased, or occupied by the government of the District of Columbia or of 
any Territory or possession of the United States.” 


[H. R. 8530, 88d Cong., 2d sess.] 


A BILL To amend the Act entitled ““An Act to authorize the operation of stands in Federal 
buildings by blind persons, to enlarge the economic opportunities of the blind, and for 


other purposes” 

Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That (a) the first section of the Act entitled 
“An Act to authorize the operation of stands in Federal buildings by blind per- 
sons, to enlarge the economic opportunities of the blind, and for other purposes”, 
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ipproved June 20, 1936, is hereby amended to read as follows: “That for the 
uepose of providing blind persons with remunerative employment, enlarging 
it conomic opportunities of the blind, and stimulating the blind to greater 
rts in striving to make themselves self-supporting, blind persons licensed 
r the provisions of this Act shall be author’z2d to operate vending stands 
and/or vending machines in any Federal building or on any Federal property 
where, in the discretion of the Secretary of the Department of Health, Education, 
and Welfare, it is found feasible to operate such vending stands or vending 
machines. Such vending stands or vending machines, when located in Federal 
buildings or on Federal property, shall be exclusively operated by or for the 
blind, licensed under the provisions of this Act; except, where the Agency for 
the Blind administering provisions of this Act has specifically stated in writing 
to the custodian of the building or property in question that the operation by 
the blind of such vending stands or vending machines would not be feasible, 
under existing conditions.” 

(b) Section 2 (a) (4) of such Act is hereby amended by striking out the 
words “twenty-one years of age,” and by inserting in lieu thereof “eighteen years 
of age.” ; and in further amended by striking out all that follows “tobacco prod- 
ucts,” and by inserting in lieu thereof “and such other items as the Secretary 
of the Department of Health, Education, and Welfare may approve ;” 

(c) Section 2 (b) of such Act is hereby amended by striking out the third 
sentence thereof. 


(d) Section 2 (c) of such Act is hereby amended to reads as follows: 


£ 


“(c) The State licensing agency designated by the Secretary of the Department 
of Hlealth, Education, and Welfare is authorized, in cooperation with the 
custodian having charge of the building in which the vending stand or vending 
machine is to be located, to select a suitable location for such vending stands 
or vending machines and the type of vending stand or vending machine to be 
provided 

Section 6 is further amended by striking out paragraph (b) and inserting 
in lieu thereof the following: 

(b) The term ‘blind person’ means a person having not more than 20/200 
visual acuity in the better eye with correcting lenses, or visual acuity greater 
than 20/200 but with a limitation in the field of vision such that the widest 
diameter of the visual field subtends an angle no greater than twenty degrees. 
Such blindness shall be certified by a duly licensed physician skilled in the 
diseases of the human eye.” 

The Act is further amended by adding subsection (d) under section 6 to read 
as follows: 

“The term ‘Federal property’ means buildings, land, or other property owned, 
leased, or occupied by the Federal Government, and buildings and other property 
owned, leased, or occupied by the government of the District of Columbia or of 
any Territory or possession of the United States.” 

Senator Hitt. We want to thank you for your very splendid state- 
ment. You spoke of the blind being handicapped. May I say I come 
from Alabama, and we Alabamians are very proud of the fact that 
Helen Keller isa native Alabamian. 

Mr. Satmon. Yes. 

Senator Hii. In her infancy, as you know, she entered the world 
in darkness; but I think she sees a great light today that is not given 
to many of us to see. 

Mr. Satmon. That is right. You might be interested to know, Mr. 
Chairman, in that connection, that our own agency in Brooklyn, the 
Industrial Home for the Blind, conducts the largest program for the 
deaf-blind in the world. It is a very active program and one of the 
most satisfying programs. It is a program that could not have been 
attempted before 1940 or 1943 when the Vocational Rehabilitation Act 
came into being. Helen Keller actually helped us to inaugurate it 
in 1945. 

Senator Hitz. And the act was very helpful to you. 

Mr. Satmon. Very helpful indeed. 
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Senator Hitt. We are certainly happy to know that. I do want to 
thank you and express our appreciation, Mr. Salmon, for your splendid 
statement, 

Mr. Satmon. Thank you. 

Senator Hitz. Thank you very much. Is Mr. Walker here, or some- 
one representing him? Mr. Walker is the vice president of the Ameri- 
can Association of Workers for the Blind. 


STATEMENT OF HULEN C. WALKER, VICE PRESIDENT, AMERICAN 
ASSOCIATION OF WORKERS FOR THE BLIND 


Mr. Waker. Yes, sir, Senator. I am substituting also. 

Senator Hitz. All right. We are happy to have you. 

Mr. Warker. I am not going to take but just a minute of your time. 

Senator Hiri. Could you give your name for the record ? 

Mr. Warker. Hulen C. Walker. Yesterday I filed with the clerk a 
statement prepared by the chairman of the legislative committee of 
the American Association of Workers for the Blind, Dr. Francis J. 
Cummings, who happens to be engaged in New York today, and could 
not appear. But he asked me, as vice president, to appear and answer 
any questions, if I could, that you might have to ae and also to file 
with you, as a part of his statement, this same bill, H. R. 8530 by Mrs. 
Church, which Mr. Salmon has already made a part of his testimony. 

I would like to include this as Dr. Cummings’ statement, or as a 
part of his statement, because it has been endorsed by the American 
Association of Workers for the Blind. 

There are 2 or 3 technical amendments pointed out in Dr. Cummings’ 
statement we feel should be included to protect the interests of the 
blind in S. 2759. Also I would like to state that we have already 
testified before the House on the House version, 2758, which is now 
H. R. 8149 before you. 

We urge that insofar as possible a certain portion of the funds for 
rehabilitation centers and nursing homes be set aside for the blind; 
and if possible we think that in the rehabilitation-facilities provision 
some wording or language should be carried where regional facilities 
might serve the blind better than maybe one in each State. 

In other werds, the number of blind people is smaller than the 
number of the overall severely disabled, and we would not require as 
many centers. However, we do feel that a certain type of facility must 
be established for the blind—a rehabilitation facility—because of the 
special needs and problems, and the special solutions to those problems. 

Therefore, if some language in the bill could be worked out by 
which several States could apply and secure funds for a regional 
facility, we think it would be well. Also we think, as I said, in the 
technical amendments if some provisions could be worked out for the 
actually setting up more in detail of the services to the blind on the 
Federal level as well as out to the States—in other words, one section 
we have cited in S. 2759 says “may” and we think it should be “shall 
be” set aside for the blind. Wethink that would be helpful. In other 
words, it would read that certain funds shall be handled by agencies 
for the blind in the States, rather than may be handled by the State 
commissions for the blind. 


462983—54—pt. 2 18 
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Also, we want to go on record as favoring the formula for financing 

which is set forth in Senator Potter’s bill which is also before you, 
rather than the formula set forth in 2759. 

[I believe, Senator, since it is almost lunch time that is about all I 
have to say. If you have any questions that I can answer I will be 
happy to attempt to do so. Also I want to say that Dr. Cummings 
was very sorry he could not be here today, but I hope I have not let 
him down too much. 

Senator Gotpwater. Mr. Walker, you have done a superb job, and 
I am certain Mr. Cummings could not have improved on it. I want 
to thank you for coming down here and giving us the advantage of 
your thoughts. 

Senator Hill, do you have any questions ? 

Sei ator Hiri. No questions except to join you, Mr. Chairman, in 
expressing our appreciation to Mr. Walker for coming and giving 
us the very fine statement he brought us. 

Mr. Waker. Thank you. 

Senator Gorpwater. Thenk you very much. Your statement will 
be made a part of the record. 

(The prepared statement of Francis J. Cummings is as follows :) 


STATEMENT BY FRANCIS J. CUMMINGS, EXECUTIVE SECRETARY OF THE DELAWARE 
COMMISSION FOR THE BLIND, AND CHAIRMAN OF THE LEGISLATIVE COMMITTEE 
OF THE AMERICAN ASSOCIATION OF WORKERS FOR THE BLIND 


My name is Francis J. Cummings. I am executive secretary of the Delaware 
Commission for the Blind and chairman of the legislative committee of the 
American Association of Workers for the Blind. The opinions expressed in this 
statement represent the views of the legislative committee of the American Asso- 
ciation of Workers for the Blind, which committee is empowered to act for the 
association as a whole. 

We respectfully request that S. 2758 be slightly amended by earmarking for 
the blind 20 percent of whatever sums may be appropriated by the Congress for 
nonprofit rehabilitation centers. This percentage is based on the experience of 
those of us in rehabilitation work with the blind, all of whom have found that 
the cost of operating a rehabilitation center for the blind is considerably higher 
than the cost of operating a rehabilitation center for a general group of handi- 
capped, some less severely impaired. The percentage is further in line with 
present costs of rehabilitating the blind throughout the country as compared 
with present costs of rehabilitating the handicapped in a general caseload exclu- 
sive of the blind. We believe that legislative earmarking is preferable to admin- 
istrative allocation beczuse administrative personnel change from time to time, 
and views on the relative importance of various phases of rehabilitation change 
accordingly. We who have our hearts and our lives dedicated to the uplifting 
of the rehabilitable blind believe that our experience, not the chance views of 
some future administrator, might be a better gage of the importance of our 
part of the rehabilitation task. 

The legislative committee of the American Association of Workers for the 
Blind wishes to commend very highly Senator Smith and his coworkers for the 
generally excellent piece of legislation they have prepared, but respectfully 
suggests the following amendments which will make the bill more equitable 
where the blind are concerned. 

Both section 2 (c) (p. 4) and section 3 (d) (p. 7) would be fairer to the 
blind were they to read: “In the case of any State for which there is a separate 
State agency administering or supervising the administration of the part of 
a State plan under which vocational rehabilitation services are provided for 
the blind, the allotment under this section to any State in which there are 
separate agencies shall be divided in the same proportion as the grants to the 
State under this act for expenditures during the fiscal year ending June 30, 
1954, were divided between such agencies; provided that not less than 20 percent 
of the Federal funds allotted under this section shall be available for vocational 
rehabilitation of the blind.” 
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The present wording of the bill would deal a fatal blow to the rehabilitation 
of the blind everywhere in the country. Our task is already a very difficult 
one, though a very rewarding one. Blind people made taxpayers instead of 
tax consumers represent an economic as well as a humanitarian achievement. 

Section 5 (a) (1) (p. 9, line 5), change the word “may” to “shall”. We 
believe this is the intent of the bill anyway, inasmuch as “shall” is used else- 
where in the bill in a similar statement. Again we wish to have the value 
of our efforts on behalf of the blind safeguarded against the changing views 
of changing personnel. 

The committee respectfully requests that certain minor changes be made in 
section 10 (a) (7) to safeguard the rights of blind people under existing Federal 
legislation. As we suggest it, the amended section would read as follows: 

“The acquisition of vending stands or other equipment and initial stocks and 
supplies for use by the blind and of equipment and initial stocks and supplies 
for use by the blind and other severely disabled persons in any other type 
of small business, the operation of which will be improved through management 
and supervision by the State agency or a nonprofit private agency acting as its 
nominee; and providing that no existing rights or privileges granted to the 
blind under other Federal acts shall be abrogated ; and”’ 

The Committee wishes to commend Senator Potter for S. 3039 which repre- 
sents a more satisfactory allotment of Federal funds for vocational rehabilita- 
tion than is found in section 2 of 8. 2759. It does not seem desirable to with- 
hold funds from States doing a thorough job of rehabilitation and transfer them 
to other States who have shown less enthusiasm and/or competency in this vital 
area of service. According to charts released by the Department of Health, 
Education, and Welfare, this unhappy condition would result from the financing 
formula suggested in 8. 2759. 

Congress has always shown itself sympathetic and understanding where the 
problems of blindness are concerned. We wish to commend our representatives 
for the support they have given us in our very difficult but deeply satisfying 
task of helping blind people achieve self-reliance, self-support, self-respect. No 
achievement could be more heart-warming unless it be that of restoring blind 
people again to the world of the seeing, which, too, is a vital part of our 
rehabilitation programs. 


Senator Gotpwarer. The committee will stand in recess until 10 
o'clock tomorrow morning. 

(Whereupon, at 12 o’clock noon, the committee adjourned until 10 
a. m. the following day, Wednesday, April 7, 1954.) 
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PRESIDENT’S HEALTH RECOMMENDATIONS AND 
RELATED MEASURES 


WEDNESDAY, APRIL 7, 1954 


Untrep States SENATE, 
Com™ItTrre on Lapor AND Pusiic WELFARE, 
SUBCOMMITTEE ON HEALTH, 
Washington, D. C. 

The subcommittee met at 10 a. m., pursuant to recess, in room P-63 
of the Capitol, Senator William A. Purtell (chairman of subcommit- 
tee) presiding. 

Present: Senators Purtell and Lehman. 

Also present: Senator Matthew M. Neely; Roy E. James, staff di- 
rector; Melvin W. Sneed and William G. Reidy, professional staff 
members. 

Senator Purtety. The hearing of the subcommittee will come to 
order. 

Our first witness will be Dr. Charles S. Wise, director, department 
of physical medicine and rehabilitation, George Washington Uni- 
versity Hospital. 

Do you have a prepared statement, and is it your intention to read 
the complete statement or do you wish to summarize it and have the 
complete statement made a part of the record ? 


STATEMENT OF DR. CHARLES S. WISE, PROFESSOR OF PHYSICAL 
MEDICINE AND REHABILITATION, GEORGE WASHINGTON 
UNIVERSITY SCHOOL OF MEDICINE 


Dr. Wise. I would like to extemporize, if I could. 

Senator Purreiy. The complete statement will become a part of the 
record. 

(The prepared statement of Dr. Wise is as follows :) 


PREPARED STATEMENT FROM CHARLES 8S. Wise, M. D., PRoressor or PHYSICAL 
MEDICINE AND REHABILITATION, THE GEORGE WASHINGTON UNIVERSITY SCHOOL 
OF MEDICINE 


I should like to thank the committee for the privilege of testifying at the pub- 
lic hearings on the President’s health recommendations on vocational rehabilita- 
tion contained in 8. 2758, H. R. 8149, 8. 2759, and other bills related to this subject. 

My own opinion can best be expressed from three different points of view. 
First, as a medical educator actively engaged in the teaching of physical medicine 
and rehabilitation to medical students and graduate physicians. Second, as a 
practicing physician, director of the department of physical medicine and re- 
habilitation at the George Washington University Hospital. Third, as a pri- 
vate citizen residing in the District of Columbia, acquainted with the relation- 
ships of the local office of Vocational Rehabilitation to our community needs. 
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The President’s program as outlined in his address of January 14 deserves the 
most emphatic support. As a medical educator, it is apparent to me that one of 
the most important forces developing in our medical teaching in this country 
today is the increased emphasis placed on the techniques of treatment of our 
aging and chronically ill and severely disabled population. Certainly within 
the next 10 years the majority of practicing physicians will be more fully ac- 
quainted with the techniques and means by which disabled people can be re- 
turned to employment. Unfortunately, this was not the case during the first 
half of the century. Medical education during the past 25 years has concerned 
itself primarily with advances in preventive medicine and the treatment of acute 
diseases. Although we have a host of medical and surgical specialties in which 
an increasing percentage of men have become trained in highly skilled tech- 
niques, they have limited their work to smaller and smaller segments in the 
broad needs of medical care. 

In this development of what might unjustly be critized as over sepcialization 
in medical techniques the overall needs of the individual patient sometimes have 
been overlooked. These needs have been clearly pointed out by such medical 
leaders as Dr. Howard Rusk of New York, and others. Our “New Look” in 
medical education is to stress the importance of utilizing cooperative medical 
specialists in a team approach to consider the needs of any single disabled 
individual. This is the cornerstone of rehabilitation. In most urban commun- 
ities there no longer is the family physician who is completely skilled in all the 
newer medical techniques, as well as all of the social and vocational agencies 
available in his locality. No single physician can be expected to adequately 
fuliill the needs of a severely disabled or chronically ill patient. We therefore 
are employing new teaching techniques in which the team approach is emphasized. 
With this method a group of medical specialists, together with vocational 
counselors and representatives of community agencies—such as the Office of 
Vocational Rehabilitation—confer to survey the needs of a single patient. By 
utilizing this technique a much more effective solution of many of the disabled 
patient’s problems is accomplished. 

Thie trend can be illustrated by our recent experience in teaching medical 
rehabilitation at the George Washington University School of Medicine. 
Through the National Foundation for Infantile Paralysis we have received a 
5-year grant for a pilot study in the techniques of integrating medical specialties 
in the rehabilitation of the chronically ill and severely disabled patient. Sim- 
ilar programs are being carried out in 7 or 8 other leading universities. 
Although the projects have only recently been inaugurated they show promise 
of establishing a teaching pattern which will have a far-reaching effect. 

I point out this detail simply to emphasize the instruction which is currently 
being planned and will be received by physicians in the future. When our 
present students complete their training and enter the field of practice they will 
expect and desire the cooperation of Federal governmental agencies, particularly 
the vocational rehabilitation agencies, in assisting them with the problems 
of thier patients. This was not the case 10 yearsago. At that time, for example, 
only 3 percent of the patients coming to the District of Columbia Office of Voca- 
tional Rehabilitation were referred by physicians. Today, every student grad- 
uating from the George Washington University School of Medicine, as well as 
from most medical schools, will be more fully acquainted with the resources 
available in his community. This will place new demands upon the Office of 
Vocational Rehabilitation, which only can be met by an expanded program as 
outlined in the bills under study. 

Not only is the medical practitioner becoming better acquainted with these 
needs and the resources available for help, but through radio, television, maga- 
zines, and newspapers the general public is becoming better informed. The 
public’s increasing awareness of the newer possibilities is restoration of the 
severely disabled will result in more demands upon the physician to make avail- 
able these services. I can say with assurance that every dollar spent on voca- 
tional rehabilitation in the proposed legislation not only is necessary, but falls 
short of our present needs. 

As a practicing physician with awareness of many patients who require re- 
habilitation facilities, it has been my privilege to work closely with the Office of 
Vocational Rehabilitation and with many related private agencies. This com- 
mittee undoubtedly has been supplied with the number of potentially rehabilita- 
tive individuals requiring these services throughout the 48 States. There is 
little doubt that we do not now, nor will we in the immediate future, have suffi- 
cient funds, facilities or personnel to meet this problem. 
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As chairman of the Medical Advisory Committee of the local Office of Voca- 
tional Rehabilitation in the District of Columbia, I am aware that there are 
approximately 1,000 clients waiting for services for whom sufficient funds are 
not availab‘e. There are an estimated 7,000 people at present living in the 
District of Columbia who could be restored to gainful employment. In the 
past few years about 400 patients annually have been completely rehabilitated 
in the District of Columbia. It does not require a financial expert to point out 
what this means in savings, both in public assistance and in releasing other 
members of a patient’s family for employment. 

About 2 years ago it was my privilege to be a member of the task force for 
the Office of Defense Mobilization concerned with the utilization of the handi- 
capped in our manpower problem. During the several months I served on this 
committee evidence was presented demonstrating the need for various offices 
of vocational rehabilitation throughout the country to care for the tremendous 
backlog of disabled patients. 

I would have liked to present to this committee a severely disabled patient 
from the local Office of Vocational Rehabilitation as an outstanding example 
of what can be accomplished for even the most extreme cases. The patient I 
have in mind is a 27-year-old Negro man who was born without either arms 
below the elbow or legs below the knees. All his life he had been unable to 
walk, and moved around by hopping about on the floor. Despite this seemingly 
overwhelming disability, he was fitted with two artificial limbs of special design 
for his legs, and supplied with crutches which he can use with the stumps of 
his arms. With a brief period of training he was able to be employed, in- 
credible as it seems, as a telephone operator in a local hotel. The young man 
is now working at the Good Will Industries in some type of gainful employment. 
Many similarly dramatic stories can be told. These of course are not the run- 
of-the-mill cases. They are the outstanding examples. Innumerable older 
patients with cardiac disease, arrested tuberculosis, mental and emotional prob- 
lems, and degenerative diseases, although less dramatic in their effect on the 
laity, are the bulk of important rehabilitation cases. Our failure to restore 
these undramatic cases represents one of our greatest losses in human resources. 

From the viewpoint of the private citizen I should like to point out that the 
Office of Vocational Rehabilitation is perhaps the sole governmental agency 
dealing exclusively with the multiple problems of severely disabled and handi- 
capped persons. 

As far as recommendations for changes in the present proposed legislation are 
concerned, I have very few suggestions te offer. Under the new proposed 
formula for Federal grants to the States it appears that the high income per 
-apita States, which includes the District of Columbia, will receive a propor- 
tionately lesser grant than previously had been given. I presume that with an 
increased overall appropriation this discrepancy would not cut down on the 
activities of the vocational-rehabilitation agencies in the higher income per 
capita States. In this regard it is important to note that in these States— 
such as New York, Connecticut, the District of Columbia, California, and others 
at the top of the income per capita list—are the ones which have the largest 
number of medical teaching institutions and universities. It is in these schools 
that the new approaches and studies in the field of rehabilitation, as well as 
the training of personnel, are being carried out. Diminished grants in these 
areas would be most unfortunate. Its overall effect would be to stunt the 
growth of this new and important field at its source. 

I should like to place before the committee a suggestion in regard to the 
section concerning the administration of Federal grants. Under section 5 of 
S. 2759 it is stated that— 

“(a) To be approvable under this act, a State plan for vocational-rehabilita- 
tion services shall: 

“(1) Designate the State agency administering or supervising the administra- 
tion of vocational education in the State, or a State rehabilitation agency 
(primarily concerned with vocational rehabilitation), as the sole State agency 
to administer or supervise the administration of the plan, except that where 
under the State’s law, the State blind commission, etc.” 

It has been my experience that vocational rehabilitation includes many as- 
pects of education, employment, medical services, combining a multiude of 
disciplines. A single agency should be responsible for the integration of this 
multitude of services and the Federal Office of Vocational Rehabilitation raised 
to a bureau status. Vocational rehabilitation has now come of age. 
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Giving the Federal Office of Vocational Rehabilitation bureau status would 
integrate and clarify its services, rather than dividing their supervision between 
educational agencies, labor, employment, et cetera. The disabled individual 
would be better served by a single agency with a uniform pattern. If the 
Federal Office of Vocational Rehabilitation could be raised to bureau status, 
perhaps State planning could likewise raise the status of their local agencies 
to become solely responsible for the integration of these services. Under the 
present administrative plan there is the possibility that one agency or another 
might allow the responsibility for vocational rehabilitation to become divided 
among several agencies. This division of responsibility would result in the 
dispersal and inefficient administration of services to the handicapped individual. 

Planning for the future an integration of these services under a single Fed- 
eral office with bureau status and State agencies devoted exclusively to the 
rehabilitation of the disabled is a necessary and forward step. Dispersal of 
services through various agencies weakens the entire structure and appreciably 
lessens the effectiveness of providing rehabilitation services badly needed by 
many citizens. 

Other witnesses will appear before you with their recommendations. In 
closing I should like again to express my emphatic support of the legislation 
under consideration. I cannot stress too strongly that the problem of reha- 
bilitation of our disabled citizens is not to be decided by whether or not it is 
economically feasible. On the contrary, it is certain that we cannot afford the 
luxury of wasting our human resources. 

From the viewpoint of a private citizen, I should like to point out that the 
Office of Vocational Rehabilitation is in my mind perhaps the sole governmental 
agency which deals exclusively with the multiple problems of severely disabled 
and handicapped persons. In these trying times, when democracy must dem- 
onstrate its most important values to the rest of the world, there is no other 
governmental function which can so dramatically emphasize the respect with 
which our Government regards the inherent dignity of the individual. 


Dr. Wise. Thank you, Mr. Chairman. First, I would like to express 
my appreciation for being able to appear here before the subcom- 
mittee in expressing a few views I have had regarding this legislation 
under consideration. 

First, I want to give my overall emphatic support of the legislation 
and the program as outlined by the President in his address of January 
14, 1954. 

I would like to discuss this problem from perhaps three points of 
view. I am not only a medical teacher and educator but I devote 
my professional career to the education of physicians and graduate 
physicians in the field of physical medicine and rehabilitation at the 
George Washington University Hospital. I am also a practicing 
physician dealing with the needs of disabled people in this area. 

Thirdly, I am also a private citizen of the District of Columbia 
and I work as a member of the advi isory committee of several agencies 
dealing with the handicapped in this area and, in particular, the 
local Office of Vocational Rehabilitation. 

So, I would like to express my viewpoint from those three phases 
of my previous experience. I don’t know all the information devel- 
oped so far before the committee, but I think one point that I might 
just emphasize is the fact that medical education is changing. 

For the first quarter of the center or so, the first half of this 
century, we have developed tremendous new skills and experience 
in techniques and there have also developed a host of specialties. We 
have sometimes been accused of being overly specialized. However, 
this training is necessary because of the techniques involved. 

Senator Purret.. You are speaking of the medical profession as 
a whole now? 
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Dr. Wisr. Yes, and I wish to confine my remarks to the medical 
profession as a whole now, and I will try to show you the relation- 
ship of our specialty to the entire picture. 

We have specialized in that a patient becomes segmented into vari- 
ous units and the overall picture is that a patient, as a functioning 
individual, has to support his family and to take care of his daily 
needs has often been overlooked. The demands of the patient, the 
community, the armed services, require a coordination of these activi- 
ties in the form of some rehabilitation techniques, that is, the integra- 
tion of the services so that a single patient would not be lost in the 
maze of various specialties. 

Fifty years ago the family doctor did this. He knew his local com- 
munity. He knew where there was a job in the local store where he 
could place patients, but we do not have that today and we do not 
even have it in rural areas. 

Medicine doesn’t make specialties. We do not decide we should have 
a specialty on this or that. We may try, but it will not last because 
it is the character of the community that decides, as well as techniques 
that are developed. Both those factors decide whether we have a 
specialty. 

Shortly after the war, this vacuum of rehabilitation was filled 
through the work of Dr. Rusk, the Mayos, and others. Trained men in 
this field attracted other men to this field. So, here we now have avail- 
able to us all of these new techniques of medical care in cardiology, 
chest diseases, mental diseases, and what not. What we are seeking 
is a coordination of these efforts to the best interest of a single patient. 
No single patient with a chronic disease requires just one doctor. 
The new look in medical education is a look toward integration of 
the services on the professional level. 

Senator PurretL. Sometimes that expression “new look” is mis- 
interpreted. 

Dr. Wisr. I used the expression probably because there are also 
questions in the medical profession of how new this look is. We are 
attempting in this field, are active in integrating these services for 
the advantage of the patient. When you talk about any legislation 
or any problem, you talk about what is best for that patient m terms 
of the overall economy. That is important. I do not think we will 
go wrong if we stick to what the patient needs. 

I could go on in greater length as to some of the new techniques. 
There are several universities, including ours, that are actually teach- 
ing this integrated program, getting a variety of specialists together 
at a team conference. 

Senator Purrets. Is this of very recent origin ? 

Dr. Wise. Well, I would say Dr. Rusk started his work in 1947. 
It is recent. 

Senator Purrety. The number of people who may be working in 
it is small ? 

Dr. Wise. That is correct. I have residents and assistants and 
people I have to train and perhaps I am a little more philosophical 
about it, but as the needs demand—doctors are human beings and 
they will fill in these spaces. What do they need? They need better 
facilities. A young man getting out of medical school today doesn’t 
want to go to a place where he will do physical therapy in a small 
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basement in a small hospital all day. But he will go to an institution 
like George Washington University Hospital and other places where 
facilities are available. The needs of the personnel wi i be met by 
the medical profession if we give these young men better facilities. 
We can talk about salaries of. doctors, but I do not want to get in- 
volved in that. My experience is th: 1t where these young men can 
train at an institution where they can get a living wage, they will 
go there. 

I think funds necessary for facilities and personnel. 

I might say that the National Institutes of Health, through their 
current system of giving more fellowships in this field, have done a 
lot to help. 

Can we develop this point of personnel ? 

Senator Purrety. We are very happy to have this. 

Dr. Wise. I think personnel should not be an overwhelming prob- 
lem. It is the utilization of all doctors, from the general practitioner 
up to all specialists who need this new look, this reorientation, and 
so every physician will become a rehabilitation physician through the 
graduate training courses and through public information which be- 
comes available. 

Personnel will fill in, I am certain, as facilities develop. 

Medicine has always ‘filled the needs as the needs developed. Con- 
versely, if someone tried to start a specialty where there wasn’t the 
need, it wouldn’t last. 

Senator Lenman. When Dr. Rusk testified, he testified that there 
were only 21 trained vocational rehabilitation men in the city of 
New York, and that represented about one-half of the number of 
trained rehabilitation experts in the entire Nation. 

He also testified, and others have testified, that there are today 
many thousands of vacancies which could be filled and should be 
filled with people. Don’t you think that in order to increase the 
number to somewhere near approaching the number that are required, 
it would take very intensive efforts and would require a great deal of 
money ? 

Dr. Wise. Absolutely correct. Money will be required at all levels 
to improve it, but I think the vacnum will be filled soon enough if 
funds for facilities and training become available. There is_no 
question about the immense shortage of personnel in this field today. 

Senator Leuman. Do I understand that in this bill all that is pro- 
vided for training of personnel is $1 million which is asked to be in- 
creased to $1,500,000 in sue ‘ceeding years? When you are trying to 
train hundreds and thousands of opeople, that will not go far. 

Senator Purrety. This is the first time anybody has ever suggested 
appropriating any money for training in this field; is that no so, 
Dr. Wise? 

Dr. Wise. I do not want to take issue with you, but money has been 
in the past—for example, the Department of Public Health and public- 
health institutions have earmarked money. But you mean through 
the Office of Vocational Rehabilitation ? 

Senator Purtety. This is right. 

Dr. Wisr. I am a private citizen, and I can tell you my own per- 
sonal feeling that you cannot put out too much money. I do not 
think you can solve it with $1 million or $5 million. I am sure that 
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whatever is appropriated won't be enough to fill the needs in this 
area. 

Senator Purrex1. Is it fair to assume that if we had $50 million to 
assign to it at the present time, that it is something that has got to be 
built up? Don’t we have to feel our way along, to some extent? 

Dr. Wise. I would have this feeling. I am “not a financial expert, 
but I would say that any process of education is a slow process, and 1 
think that there can be an error either way. One million dollars 
looks like a lot of money to me. Is this just for training, just for 
education ¢ 

Senator Purrety. In the rehabilitation field. 

Dr. Wise. When you talk about training in the rehabilitation field, 
it not only means vocational counselors but perhaps physicians and 
other people in the field who are not medical people, perhaps em- 
ployment people who are vocational counselors, psychiatric counsel- 
ors, and to my knowledge there is not any academically outlined 
courses that is standard for a vocational rehabilitation counselor. 

Dr. Rusk has gone further than anyone else in outlining those 
standards. I do not think you would go wrong by giving too much to 
this field. It is basic. 

Senator Lenman. I want to make one observation in reply to the 
statement you made today. Although you may not be aware of the 
fact, in the 82d Congress and previously bills were introduced to 
make possible the training of medical personnel, including nurses, in- 
cluding vocational rehabilitation people on a very broad scale. 

That bill was cosponsored by a number of Senators, including 
Senator Taft. I believe he, et down in his heart, was in favor of 
it, and we were very sanguine about getting -this bill through which 
would require an appropriation of $60 million. For some reason at 
the last minute Senator Taft changed his mind and would not endorse 
the bill. 

We have been trying to get adequate funds for medical training 
for rehabilitation for a very long time. 

Senator Purreit. I think it might be correct to say that Senator 
Taft did not vote against the bill but against the amendment and 
the bill itself was never up for a vote. 

Senator Leuman. That may be. And because of the position that 
was taken by Senator Taft. I make that statement not in criticism 
of Senator Taft, for whom I had very high admiration and who was 
deeply interested in medical affairs. 

Senator Purreiy. I think the thing that is encouraging to know 
is that there is no disagreement. I think you will find our com- 
mittee, and I am sure the Senator agrees with me, is most willing 
to make this start. 

Dr. Wisr. May I get into one other aspect of this? 

Senator Purrein. Yes. 

Dr. Wiser. The exact figures are beyond me at this time, but I 
would like to point out 1 or 2 other problems that a physician faces 
with a handicapped patient. 

The physician is at this time confused, the practicing physician, 
and I have spoken to many of them and their groups. There are so 
many multitudes of agencies that are available for the rehabilitation 
of handicapped that it has been my considered opinion over the period 
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of years that integrating these systems is extremely important from 
the point of view ‘of the patient and the physician and one question 
in the bill is in regard to the administration under a State agency 
supervising the vocational education, which is section 5 of S. 2759, 
paragraph (a), subparagraph (1). 

I was a member of the task force for the War Mobilization Board 
in utilization of the handicapped in our defense industry about a 
year or two ago, and we did an exhaustive study of the rehabilitation 
problem i in various areas of the country in relation to the manpower 
situation, and it was apparent to me at that time and since that this 
confusion between various agencies, various services, is a deterrent 
to medical rehabilitation because the average time before a patient 
sees the Office of Vocational Rehabilitation and the time the illness 
starts is approximately 6 years. That average of 6 years between 
the time the patient is injured and referred to the Office of Voca- 
tional Rehabilitation can be expressed not only by the lack of know]- 
edge of the attending physician but because of the confusion created 
by so many different sources. 

My recommendation is the Office of Vocational Rehabilitation 
develop a pattern throughout the State so that, rather than go through 
vocational education is one State where they emphasize vocational 
education and through, perhaps, employment services in another 
State where that is the strongest attitude, these things disperse serv- 
ices to the people and cause disinterest to the physician. If they 
were integrated in each State and each State there were an office of 
vocational rehabilitation, an independent agency, and if at the Fed- 
eral level, if it expands at the level that President Eisenhower has 
recommended, it seems to me the Office of Vocational Rehabilitation 
should be in a bureau status to set up State plans so that each State 
would have a single agency. Then the educational process of the 
physician and the } patient, they will know that at the time of the in- 
jury, at the time of the disease, that that would be referred to the 
proper office. 

Senator Purrets. This bill permits that now. You want to go fur- 
ther than that? You want to make it mandatory? 

Dr. Wisk. I would like to see from the point of view of physician 
and the patient that one agency be responsible for this patient so that 
they will not, for example, be neglected on the medical side for 6 years 
and then go and get vocational rehabilitation and then later on get 
their medical needs. I think that is the direction in which we are 
turning. 

Senator Purves. This, of course, leaves it up to the State to deter- 
mine that. 

Dr. Wise. Yes. 

Senator Purretz. And then it would be a question of education in 
the States, to have the States do it on their own. But would you prefer 
a quicker way perhaps by having the Federal Government insist that 
this be tied up to the issuance of any funds? 

Dr. Wisr. That is my personal feeling. 

Senator Purret.. Thank you. Do you have any more to say, Dr. 
Wise? 

Dr. Wise. No. 
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Senator Purrexx. It has been most interesting. I am going to go 
through your statement very, very carefully. Do you have anything 
further, Senator Lehman ? 

Senator Lenman. I was going to say Dr. Wise made a very clear 
statement. My objection and criticism of the bill is because, in my 
opinion, it is completely inadequate to care for the needs of the physi- 
‘ally handicapped. 

Dr. Wis. There is no question about it. 

Senator Lenman. Today we havea physically handicapped popula- 
tion of about 2 million. 

Dr. Wiss. I think that is a conservative estimate. 

Senator LenmMan. We are adding to that population of physically 
handicapped at about the rate of 250,000 a year. And here all we pro- 
pose to do in a very limited field is to increase the number of rehabil- 
itated which we now have, which is about 16,000, by a small additional 
number each year for the next 5 years so that, eventually, we may get 
up to about 150,000 a year. 

We are actually cutting down the appropriations, not increasing 
them. 

In 1950, I believe the appropriations were $43 million. That was 
gradually cut down since then so that, in the current year, I believe 
the appropriation was something less than that, something like $22 
million, and under this bill it is estimated it will be further reduced 
to about $19 million. 

In reading your statement, I notice the particular emphasis you lay 
on the need for funds. 

Dr. Wiser. I would like to expand that for a moment. Under the 
new formula, the high-income-per-capita States will suffer, and I even 
made a few calculations that, unless the newer formula is covered by 
sufficient appropriations, there will be a diminished activity in the 
high-income States and in the District of Columbia. 

Last night I counted the number of medical schools in the top 
dozen high-income States as compared to the lower-income States, and 
I find that there are 28 medical schools in the top high-income States 
and 14 in the low-income States. If it is not covered by very adequate 
appropriations, and I cannot go into the figures because I do not know 
all the details, but, if under the new formula, it is not covered by a 
very adequate appropriation, the medical school educational facilities 
will be stunted in their growth, and that is the source of the training 
of personnel, people in this field. Although the new formula is prob- 
ably necessary for certain reasons, I think it must be absolutely cov- 
ered by very appropriate and high appropriation in order not to 
stunt the growth of this specialty in the high income per capita States. 
I think that is pointed out in my paper. 

Senator Lenman. What I do not understand is the thinking of the 
people who are advocating this bill. We have heard testimony not by 
one but by a number that rehabilitating physically handicapped is not 
only a humanitarian but is a mighty good investment. 

Dr. Wise. We cannot afford not to rehabilitate. 

Senator Leuman. For every man we rehabilitate and make him a 
gainfully employed citizen, the revenues that flow into the Treasury 
of the United States considerably more than compensate for the ex- 
penditures, 
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Under this system, we should be considering this niggardly, this 
thoroughly niggardly program which helps just a handful of people 
doesn’t make sense to me. 

Dr. Wise. I agree. I am not an authority on how much money can 
be afforded to be spent but, as you say, every dollar that is spent 
is a saving of apparently $10, a ratio of 10 to 1. Every dollar spent 
will be $10 returned. We cannot afford not to train people. 

Senator Purret.. Of course, this is not a question of appropr iations 
here, but it is a question of a program. The appropriation is another 
matter and will be handled at another time by another committee, 

Evidence that we have here presented to us would indicate that this 
5-year plan outlined here is about as fast, in the opinion of some people, 
as we can go. We have got to provide the facilities and the person- 
nel. You have got to be able to use the money wisely and well and 
you could not jump into it tomorrow if you haven’t got the personnel 
and the facilities. 

Dr. Wise. There are limits on both sides. I think a sufficient ap- 
propriation for facilities will attract personnel through those facilities. 

Thank you. 

Senator Purren.. Thank you, Dr. Wise. It is most interesting to 
have you and very helpful, too. 

Weare changing the schedule of witnesses here a bit. 

We are now asking for Mr. Kenneth Barnes, director of rehabilita- 
tion therapy of the Maryland State Department of Mental Hygiene. 


STATEMENT OF KENNETH BARNES, DIRECTOR OF REHABILITA- 
TION THERAPY, MARYLAND STATE DEPARTMENT OF MENTAL 
HYGIENE 


Mr. Barnes. Rehabilitation is a team effort and I have Mrs. Hen- 
rietta B. DeWitt, director of psychiatric social services of the State 
department of mental hygiene for the State of Maryland with me. 

Senator Purreit. Do you have a prepared statement ? 

Mr. Barnes. Yes, sir. 

Senator Purrety. Do you wish to read it or summarize it ? 

Mr. Barnes. I would like to summarize it. 

Senator Purrery. It will become a part of the record. 

(Prepared statement of Kenneth Barnes is as follows :) 


POLicy STATEMENT SUBMITTED BY R. K. BARNES, JR., DIRECTOR OF REHABILITATION, 
AND HENRIETTA B. DEWITT, DrRECTOR OF PSYCHIATRIC SOCIAL WorK, MARYLAND 
STATE DEPARTMENT OF MENTAL HYGIENE, IN BEHALF OF MRS. MARCINE GABELL, 
EXECUTIVE SECRETARY, AMERICAN ASSOCIATION OF PSYCHIATRIC SocIAL WORKERS 


GENERAL STATEMENT 


The American Association of Psychiatric Social Workers enthusiastically sup- 
ports the objective of the President’s program to increase the number of handi- 
eapped citizens rehabilitated in the United States each year. The association 
approves the approach which the above legislation would take to increase re- 
habilitation services for the handicapped by providing Federal assistance for 
the purpose of training personnel, for research, and by establishing new and 
expanding present existing rehabilitation facilities. 


PRESENT VOCATIONAL REHABILITATION FOR THE MENTALLY ILL 


The association would like to emphasize how little is being done to rehabilitate 
the emotionally ill and how much needs to be done in this area of rehabilitation. 
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For example, last year the joint Federal-State program of vocational rehabilita- 
tion rehabilitated into employment 61,308 handicapped persons; of this number 
only 4,114, or about 7 percent, were mentally handicapped individuals (and this 
total includes mentally retarded as well as mentally ill). Since the United States 
Public Health Service tells us that 52 percent of the hospital beds in the country 
are occupied by the mentally ill, and since, at the present rate, 1 of every 12 
children born each year will need to go to a mental hospital sometime during 
his life because of severe mental illness, it is obvious that the mentally ill 
citizen cannot be reached satisfactorily by existing rehabilitation programs. 
We realize that the undertaking of mecting the needs of this large group of 
mentally handicapped persons requires the combined efforts of public and private 
organizations including the professional groups. 

State rehabilitation agencies are just beginning to work with the mentally 
handicapped, and additional funds and personnel will enable them to do a 
much more complete job. In Maryland, the State with which we are most 
familiar, only 1 full-time vocational rehabilitation counselor serves the 10,400 
mentally handicapped patients in our 5 State institutions. Each institution 
could more than keep one counselor busy in providing vocational training and 
placement opportunities for patients who have been treated but who need this 
type of assistance before they can be returned to the community. 


NEED FOR TRAINED PERSON NEL 


Money alone cannot provide rehabilitation services for the 9 million Americans 
presently suffering from a mental or emotional disorder. However, additional 
moneys are needed to attract more personnel to provide these rehabilitation 
services. In the area of psychiatric social work about 16,000 psychiatric social 
workers are needed nationally : This compares to 4,500 psychiatric social workers 
who are currently available. At present in the 52 universities offering degrees 
in social work there are 4,065 students in all branches of social work enrolled 
full time and only 627 of these are specializing in psychiatric social work. As 
you can see this number will not begin to meet the need. There are not more 
than 15 States with professionally organized psychiatric social work programs. 
Federal grants to encourage training in this and other areas of professional 
personnel shortages should stimulate the interest of potentially suitable per- 
sonnel in this field. 


FINANCING REHABILITATION SERVICES 


The association believes that if Congress decides to change the method of 
financing rehabilitation programs care be exercised to prevent reducing funds 
in any State below the current level that the State presently receives. Our ex- 
perience indicates that no State, at present, has a vocational rehabilitation pro- 
gram adequately serving the mentally ill. Accordingly, no State grants should 
be decreased, and increased funds would stimulate the providing of services to 
these disabled persons. 

CONCLUSIONS 


The American Association of Psychiatric Social Workers is interested in ex- 
panding present rehabilitation services because of both the humane and economic 
benefits which can be derived from these services. We are interested in being 
more effective in our own specialty. And psychiatric social workers can provide 
more complete services to their mentally handicapped patients when sufficient 
rehabilitation personnel and facilities are available to assist them in the social 
and vocational aspects of treatment. 

Mr. Barnes. The American Association of Psychiatric Social 
Workers has no bones to pick with the present program except that it 
is not wide enough in scope to do the job we would like to see it do. 
They have, at present, excellent counselors. They have good men, but 
there are just not enough to go around. 

We are particularly interested in the present bill that you are con- 
sidering in that we think it does widen the scope and will give us more 
people to work and, therefore, we can be more effective in our work. 
We think that it is a joint health, education, and welfare problem and, 
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for that reason, we feel that not only psychiatric social work but voca- 
tional rehabilitation people have to work together. 

As my prepared statement will tell you, only about 60,000 people 
were rehabilitated nationally last year. Only 4,114 were mentally ill 
people, which is something less than 7 percent. Fifty-two percent of 
all hospital beds in the country right now are hospitalized mentally 
ill people. More than half of our people who are hospitalized have 
mental illness as their problem. In Maryland we have only 1 voca- 
tional rehabilitation counselor working with 10,000 mental patients. 
If this program of State-Federal vocational rehabilitation is expanded 
so that more counseling service can be available to our hospitals, our 
patients can move out much better than they are at present. For 
example, in our hospital, of every 8 patients who come in, 5 are going 
out as sufficiently improved that they can return to their jobs and 
homes. That is as the result of the occupational therapy which they 
receive in the hospital and assistance from the psychologist and so 
forth. When these people leave, the most important thing to them is 
how are they going to earn money and make a living. If they do not 
have someone to call on and someone who can provide vocational 
advice, we are really slowed down in our job. 

In our State, it costs about $10,000 to build a bed for a mental 
patient. If we cannot get them out, it means additional State as well 
as Federal expenditure. 

Mrs. DeWitt has been in this work for some 20 years and is one of 
the founders of this work. It was through her efforts that vocational 
rehabilitation did get inside the hospital. We have innumerable cases 
where the team together have been able to move patients out. 

I will mention br iefly only one, a case of a girl very depressed from 
overwork in her job with the telephone company in town. The pres- 
sure of the big city switchboard got her down. When she was ready 
to go back, she could not go back to her old job. Through social work 
and what she could possibly do and through calling in ‘the vocational 
rehabilitation counselor, it was determined that “possibly this girl 
might do well as a beauty operator. The hospital has a beauty shop. 
The girl was assigned there and it was found that she had the aptitude 
for it and was capable of doing it. The social service worker found 
her a home in the community to live in and vocational rehabilitation 
provided the training and, in this case, the girl herself found her own 
job. She has not had to come back to the hospital. I think it is safe 
to say that if she did not have the training, she would have had to 
come back. 


I will ask Mrs. DeWitt to pick it up from this point. 


STATEMENT OF MRS. HENRIETTA B. DeWITT, DIRECTOR OF 
PSYCHIATRIC SOCIAL WORK, MARYLAND STATE DEPARTMENT 
OF MENTAL HYGIENE 


Mrs. DeWrrrt. I have an interest in training and also I have the 
interest of the taxpayer and the patient at heart, primarily the 
patient. 

With all of our programs that we have had nationally, the pending 
program, the improvements of mental hospitals, there needs to be and 
there has not been the emphasis that there should be on the training 
of personnel. 
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In Maryland, while our facilities are improving, we still are ser- 
iously handicapped because of the lack of personnel and trained 
personnel. Fig 

Senator Purrein. Does there appear to be a lack of attraction in 
that work to people, or is it because of the money for that type of 
work, or what is it that causes, apparently causes the shortage or lack 
of facilities. 

Mrs. DeWirr. There really are not enough trained people. We 
have to have better facilities to attract them. It is very hard to get 
trained social workers in general, and that is because it is such a 
discouraging job. 

Senator Purrenn. Because of the type of work, the facilities, or 
the remuneration, or the combination of all of them ¢ 

Mrs. DeWirrt. It is the combination of all, but one of the important 
things is the lack of facilities. I have worked at Springfield Hospi- 
tal for 20 years, and there the problem is that the patient is an 
individual and we think of a hospital where a person is trained. A 
person who has a mental illness is in there for some time and he has 
to live while he is there, and in addition to the medical treatment 
we give him, we have to consider him as an individual and everything 
we do is to build up his self-respect also. 

To have patients sitting around week in and week out and months 
in and months out throughout their life because they have lost the 
ability to use themselves and they have no opportunity for retraining 
is certainly something that none of us wish to see, and certainly is 
very expensive. 

Throughout this country there are thousands of people whose men- 
tal symptoms have long since disappeared and who sit in mental 
hospitals because of the lack of opportunities for training and 
rehabilitation. 

Years ago, before the Division of Vocational Rehabilitation was 
permitted to help mental patients, per se, I used to try every way to 
get patients at the point where we could say his mental symptoms are 
no longer the problem. This is a physical handicap he has. Will 
you take him, and then after a time that has been the thing that has 
brought the patient out of the hospital. Today, with all the coopera- 
tion, and we get 100 percent cooperation and I think we were almost 
pioneers in our working together, we have always gotten 100 percent 
cooperation for them. But they can give us, with their heavy case- 
loads, 1 counselor who serves 5 hospitals. Last year I think he prob- 
ably got 75 people back to work. Well, if you do not consider the 
thousands of dollars it costs to build a bed, you might consider that 
it costs over $1,000 a year to keep those patients in the hospital. Eco- 
nomically, it is ridiculous. Now, 75 patients is $75,000 a year just in 
maintenance, to say nothing of people who are clamoring to go. 

On my way over here today, Mr. Barnes and I talked about one 
case we worked out some years ago, who was a youngster who came 
into the hospital. He had every problem that we read in the papers 
there is. Here was a youngster 18 years old who came to the hospital. 
He was a typical dead-end youngster who had been neglected. He 
had been in courts, convicted of stealing. He was cross-eyed. He 
had one leg amputated. He was epileptic mentally retarded, and a 
very discouraged youngster who had no opinion of himself at all. 
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At that time, to himself, he had no chance in life. There are many, 
many such patients who land in State hospitals at such an early age 
and we can look forward, the taxpayers can look forward to support- 
ing them for the next 50 years. They just live there. 

We give them the new disease of chronicity because we do not have 
trained personnel to treat people. This youngster was not psychotic 
to begin with. We began working with him in the social service de- 
partment and called in the vocational rehabilitation counselor and 
got him a job in the hospital. We worked with him to help him build 
up his self-respect and that there was something he could do and we 
thought he could show us that he could do something. Therefore, as 
I mentioned, we did get this counselor to help him get training outside. 
He was walking around with a peg leg and the vocational rehabilita- 
tion got him the proper glasses for his ¢ ross-eyes to correct his vision. 
They got a leg for him so that he could stand on two feet and feel 
like anyone else. The took him to a training center in Baltimore and 
he had a series of aptitude tests and we found out what he could do, 
even with his limited intelligence. He had been with our hospital 3 
years and was discharged. Just the other day Mr. Barnes saw him 
in Baltimore. He has a job asa handyman. He was very proud of 
himself. 

That is the kind of story we can tell you of over and over again. 

Mr. Barnes. According to the bill as I read it, there is a possibility 
that some States would get less than they get at the present time. We 
know of no State which has an adequ: ate program for the mentally 
handicapped. We believe that the committee should consider giving 
no State less than it gets at the present time. 

Senator Purretr. Thank you very much, Mr. Barnes and Mrs. 
DeWitt. 

Do you have any questions, Senator Lehman ? 

Senator Lenman. No questions. 

Senator Purrett. Do you have any questions, Senator Neely ? 

Senator Neery. No, thank you, Mr. Chairman. 

Senator Purrent. Thank you very much, Mr. Barnes and Mrs. 
DeWitt. 

I understand that you would like to present the next witness, 
Senator Neely. I thought you had some remarks to make concerning 
him. 

Senator Nery. No, Mr. Chairman, not at this time. 

Senator Purtet.. Our next witness will be Mr. Paul A. Strachan, 
president of the American Federation of the Physically Handicapped. 
Mr. Strachan. 


STATEMENT OF PAUL A. STRACHAN, PRESIDENT, AMERICAN 
FEDERATION OF THE PHYSICALLY HANDICAPPED 


Mr. Srracuan. Mr. Chairman, among other disabilities, I am totally 
deaf. I respectfully request that I be permitted to make my oral 
statement, after which the committee may desire to ask me some 
questions through our secretary, Miss Mildred Scott. 

Senator NEELy. MayIs say for the record that of all the folks who 
are striving to make life easier and better for individuals physically 
handicapped, Paul Strachan is the most diligent, the most tireless 
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and the most praiseworthy and is giving more of his life and his 
strength and his energy than any other man or woman, in my opinion, 
in the United States to this great humanitarian cause. 

Mr. Srracuan. I deeply appreciate my dear friend Senator Neely’s 
comments, which I do not deserve. I appreciate them just the same. 

Senator Lenman. I have known Mr. Strachan for many years, even 
before I came to Washington, and I know of the unselfish work and 
the constructive work he has been doing for so long, and I join in the 
expression of admiration for the doctor. 

i have been asked by Senator Hill to express his regret that he was 
unable to be here this morning. Unfortunately, he was required to 
attend an executive session of the Atomic Energy Committee. He 
asked me to assure you that he will read the record very carefully. 

Senator Purrexy. It has not been my pleasure to know you per- 
sonally, or my privilege, but I have heard a great deal of you through 
others, and I join in the expression of confidence in those nice things 
that were said about you. 

Mr. Srracnan. I appreciate the Senators’ compliments. 

Mr. Chairman, my name is Paul A. Strachan. I am president, 
American Federation of the Physically Handicapped, an organiza- 
tion composed of blind, partially sighted; arthritics, amputees; deaf, 
hard of hearing; cardiacs; epileptics; victims of muscular dystrophy, 
multiple sclerosis; poliomyelitis, osteomyelitis; rheumatism ; diabetics, 
congenital defects and deformities, and other crippling diseases or 
injuries, representing the 38 million handicapped of this Nation. 
AFPH has members in all States and, with its associated organiza- 
tions, represents more than 15 million citizens. 

In this instance, I may say that we have been cooperating with 
advisory councils of physicians and educators with whom we con- 
stantly confer on the development of the program. 

Today, we shall testify, primarily, on S. 2570, a bill to establish 
a Federal agency for handicapped, which has been pending before 
your committee longer than any other bill in this field. 

First, however, we wish briefly to comment upon bills on hospital 
surveys and construction, pending before your committee. We want 
our people to have the specialized facilities provided for in H. R. 
8149 and S. 2758. But, the fact is, these are already authorized, and 
ean be built under the original Hill-Burton Act, without any addi- 
tional legislation. 

Since these facilities can be built under the original act, the danger 
in H. R.8149 and 8. 2758 is, that by earmarking funds for these special- 
ized facilities, this will be used as an excuse not to furnish adequate 
funds for other greatly needed facilities, such as general hospitals, 
mental hospitals, tubercular hospitals, and public health centers. 

In fact, we have an illustration of this danger in the President’s 
budget for the coming fiscal year. ‘The budget recommends and asks 
for only $50 million for the Hill-Burton program, with the excuse 
that sometime in the future an additional $62 million will, or may 
be asked, as funds for the specialized facilities to be earmarked 
according to H. R. 8149 and 8. 2758. 

We do not believe, therefore, that there is any point in enacting 
H. R. 8149 and S. 2758, but, rather, that the Congress provide neces- 
sary funds for continuance and expansion of the Hill-Burton Act. 
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On bills relating to rehabilitation and employment of handicapped, 
otherwise, Mr. Chairman, your committee has heard much testimony 
from those who recited the history of rehabilitation, but, for the over- 
whelming part, had nothing to do with initiating or really expanding 
the program. 

Some of us have been too busy making history to recite it. I believe 
I can speak with some authority, since I was 1 of the 3 responsible 
for initiating the program 34 years ago, when we put the first Federal 
Vocational Training Act, from which all subsequent legislation has 
sprung, on the books, and I have been actively identified, as you know 
from statements made to you by our mutual friend, Mr. Walter E. 
Ditmars, of Hartford, whose representative, Col. William Heimlich, 
is here today with developments in this field since that time. 

Taking up the bills: S. 2759, I regret to say, does not outline, nor 
define, a real program for handicapped. It provides for no coordina- 
tion of activities of the 35 Federal agencies which, presently, each has 
a piece of the program. This is not in line with the administration’s 
pledge to bring more businesslike methods into Government, and 
completely ignores the vitally important and necessary consideration 
that all phases of this program, and all Federal agencies which have 
a part in it—not just one relatively small agency, the Office of Voca- 
tional Rehabilitation which, last year, your House Appropriations 
Subcommittee, under Mr. Busbey, severly critized as incompetent, 
and even practitioner of maladministration—must be evaluated and 
integrated into the overall program, in the interest of greater efficiency 
and economy in Government, and better services to the handicapped 
themselves. 

I am not beguiled by promises of immediate help, when I plainly 
see that S. 2759 will, in the long run, continually cause diminution 
of the program. 

We know, from 40 years’ experience, that the Federal Government 
itself must take and maintain leadership in this field, and provide an 
essential channel of cooperation and coordination of activities of the 

Federal-State program, as well as private agencies at interest, or 
the whole program will lapse into what Grover Cleveland called 
innocuous desuetude. 

I make the point that existing facilities, methods, and personnel, 
as well as funds, are entirely inadequate to do the job, in proof of 
which, in recent, successive years, the number of persons rehabilitated, 
despite the tremendous increase in the number of such persons and 
their needs for rehabilitation, has constantly diminished or barely 
stood still. 

Hence, the proposal in S. 2759, as we understand, to step up process- 
ing cases of millions of handic: apped while, at the same time, providing 
long-range diminution of Federal contribution, is comparable to your 
telling the States, “Come up to my house for a duck dinner, and you 
bring the duck.” If such plan is carried out, experience has shown 
that it will simply be the excuse for many States curtailing severely, 
or even abolishing essential phases of the program entirely. 

So, for this and m: :ny other reasons, Mr. Chairman, we are opposed 
to S. 2759, and respectfully urge that your committee and the Congress 
adopt S. 2570, Federal Agency for Handicapped, which does pro- 
vide an adequate, definitive program that, while still insufficient to 
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meet all needs of our nearly 40 million handicapped, is a long step in 
the right direction, and will come nearer, in fact, to redeeming the 
administration’s pledge on legislation in this field than will S. 2759. 

Because of the extremely limited time afforded for testimony in 
this hearing, I shall concentrate upon the need of coordination of 
existing activities which 8. 2570 provides and S. 2759 ignores. 

Therefore, I respectfully direct the committee’s attention to the 
chart shown. This chart shows just what each of the 35 Federal 
agencies which have a piece of the handicapped program do, and I 
may say that the statements made respecting their participation was 
made and approved by these agencies so it is authentic. 

You will note that, under respective headings, Prevention of Handi- 
caps; Educational; Public Information; Placement; Medical Serv- 
ices; Social Services; Social and Economic Security; Coordination; 
Recreational; Housing; Research; Professional Personnel and Facil- 
ities are clearly outlined, 

This shows the overall program which, we insist, must be con- 
sidered and integrated into the program as it exists today, if that pro- 
gram is to be successful . 

I point out, in S. 2570, there is established an interagency Commit- 
tee on Rehabilitation and Employment of Handicapped, which would 
provide means for such coordination and cooperation since, therein, 
representatives of all agencies having a substantial part of the pro- 
gram would meet regularly, interchange experience and viewpoints, 
and thus afford a continual checkup on what is being done; how it is 
being done; the results and the cost, a condition which does not 
now exist, nor will it exist under enactment of S. 2759. 

We believe, Mr. Chairman, it is time that the Congress really pulls 
off its coat and does something in this field. We are opposed to fur- 
ther studies as a substitute for needed action now because I, myself, 
have been author of two congressional investigations and the net 
result of these was nil, insofar as launching an overall, definite pro- 
gram was concerned. The handicapped have been studied more and 
less action taken upon their needs that have cows with Bangs’ disease, 
or hoof-and-mouth disease, or chickens with pip; sheep with gid, 
or numerous other animals and poultry. Is it possible that Congress 
feels that human beings are of less value than cattle? I am sorry 
to say it, but, in the light of an approximate expenditure of from $800 
million to a billion and a half dollars a year in agricultural pursuits 
by Government, the picayune $23,500,000 expended for rehabilitation 
of our 38 million handicapped, I know that this is all wrong and 
Congress should immediately remedy such a sad situation. 

After all, Mr. Chairman, handicapped are people. They contribute, 
when treated and trained so as to be able to do so, to our tax payments 
and programs which we have initiated, on employment alone have been 
the means of $3 billion paid to handicapped in salaries or wages, of 
which they have paid more than $750 million in taxes. Such a pro- 
gram, then, speaks for itself, on merit. 

And you need us, Mr. Chairman, in both military and economic ways, 
because if you do not provide adequate means of rehabilitating and 
employing these millions of handicapped at a time when, because our 
Nation has assumed world leadership and we are, thus, targets for 
international jealousies and continual sniping by many nations and 
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continually increasing pressures from those countries under commu- 
nistic domination, I say that, unless we see that our own people are 
brought to the highest possible pitch of physical and mental pro- 
ficiency so they can take their part in our defense, who, Mr. Chairman, 
will defend us in our hour of extremity ¢ 

If, as is understood, our Government has spent, the past several 
years, approximately $112 billion in rehabilitating the peoples of 
Europe, Asia, Africa, and way points, as a practical matter why do 
we hesitate to spend a few hundred millions on our own people, the 
only people whom we may reasonably expect to aid us when we need 
aid ? 

As author of National Employ the Physically Handicapped Week, 
which sparkplugged employment of more than 3 million handicapped, 
I know that they wrote many brilliant chapters of production history 
and thus played a great part in winning World War II and success- 
fully conducting, at least up to now, defense production in the Korean 
struggle. Why, then, do we not seize this opportunity to add to our 
human resources by adopting a program that is big enough to contem- 
plate the whole picture, instead of one very small part of it ? 

To further your knowledge of this matter, we have sent to all mem- 
bers of the Senate Committee on Labor and Public Welfare copies of 
my written statement, as well as copies of hearings before the House 
Committee on Education and Labor last July, which, I believe, was 
the most comprehensive outline of the handicapped picture ever made 
to Congress. 

We most respectfully request that you study these statements care- 
fully, knowing that it will increase your knowledge of the real facts 
in this ms ter, and enable you to find a way out of the maze of con- 
fusion brought about by conflicting testimony of many witnesses. 

We know that establishment of a Federal Agency for Handicapped 
isa great and imperative national need. We know that it will promote 
efficiency and economy in the Government service. We know that it 
will provide many avenues of needed services for handicapped that do 
not now exist and are not contemplated by any other existing legisla- 
tion now pending. 

We believe and hope that the Congress will see clearly the need for 
this agency, and live up to its pespousibality to the Nation and the mil- 
lions of handicapped, by enacting S. 2570. 

Mr. Chairman, we wish to register opposition to S. 3039 and H. R. 
5562, considering them to be simply maintainers of the status quo and 
not a real program for handicapped. 

Summarizing: S. 2570 (a) does not disturb the Federal-State setup; 

(b) does not change present relationship between physician and 
patient, and the present plan has been functioning reasonably well for 
34 years; 

(c) does not alter present Federal-State percentage of contribu- 
tions. 

Mr. Chairman, I have completed my short statement here and I 
will be glad to answer such questions as the committee may direct. 

Senator Purreti. Thank you very much, Mr. Strachan. 

Do you have any questions, Senator Lehman ? 

Senator Lenman. Only this: You referred to the lessened expendi- 
tures that are provided in this bill. I wonder whether you are familiar 
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that the bill itself reduces an already greatly reduced appropriation 
by a further amount for the next year? In other words, in 1950 there 
was appropriated the sum of $43 million. That was gradually re- 
duced so that in the current year there is an appropriation of only 
$22 million or $23 million and it is proposed now to reduce that 
even further to approximately $19 million. I assume that you are 
familiar with that. 

Mr. Srracwan. You are right. 

Senator LeHmMan. May IL ask one other thing? It has been testified 
here many times that the rehabilitation of a physically handicapped 
person is not only a humanitarian activity but actealle a great eco- 
nomic gain for the country, that every person who is made a gain- 
fully employed citizen brings in a substantially greater amount than 
the cost of his rehabilitation was. ’ 

Have you any figures to show how much that gain would be per 
capita ¢ 

Mr. Srracwan. I can set those figures up and send them up to the 
committee. I would much prefer to submit the figure after I have 
had an opportunity to check it. 

Of course, we have set up figures on the cost of our bill but I will 
be glad to confer with the committee staff at such time as they are 
drafting the overall bill. 

I would like to make an illustration. No doubt you know that 
the United Mine Workers have set up a vast program of rehabilita- 
tion of their own members and families of members. I may say that 
that organization, with approximately 600,000 members, has spent 
more money on that field in 1 year than the collective amounts of 
Federal-State appropriations for 20 years. 

Now, let us see what that means. I have long contended that the 
cost layout of rehabilitation is not only harmful but ridiculous, in a 
way, because we see a situation where States pay endless amounts of 
public assistance. 

I have a case in mind of a miner in the State of Tennessee, who was 
the victim of a broken back and who, at the age of 38, when the miners’ 
program became effective, was taken into the hospital here and given 
the treatment. 

But let us see. This man for 15 years had lived so that his wife 
had to turn him over, and from a man of 230 pounds and a giant 
strength, he had withered down to 90 pounds. He was a victim of 
skin cancer also. 

The State of Tennessee had paid that family, because there were 4 
children before the accident, over $1,200 a year in public assistance 
for 15 years. The gross amount of money was a very considerable 
sum. 

The United Mine Workers brought him into George Washington 
Hospital and they gave him the works. They spent nearly $15,000 
on that man. But, let us see what happened. When I went to 
the hospital to see him, I found a man os I had first seen totally 
unable to move, So, defunct. When I saw him later, he 
had learned to walk. He had learned through therapy how to repair 
shoes. He went back to Tennessee and set up a shoe repairing shop 
and he is earning a living for his family. If the Government had 
paid that public assistance all those years while that man lived in 
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misery and want and no real production came out of anybody’s ef- 
forts, it would have been a great amount of money. Would it not 
have been better and would not it be better if we adopted a program 
here to think of this whole proposition as one dedicated to get people 
up on their feet so that they can do for themselves and the gross ex- 
pense would be far less ? 

Senator Purtrett. I think I might inject that S. 2759 has nothing 
to do with appropriations. The question of appropriation will be 
determined by the Appropriations Committee. S. 2759 simply deter- 
mines a formula by which the funds appropriated will be distributed. 
It has nothing to do with the amount of the funds at all. 

Senator Leuman. Secretary Hobby ane Mr. Rockefeller testified 
here a week or 2 ago that the economic gain to the United States by 
rehabilitating the ohysic ‘ally handic sneuk would be very much greater 
than the original and continuing cost of training. In fact, my recol- 
lection is that they testified that for every $1 expended, the return 
would be $10. That seems high to me, but I believe that is their 
testimony. 

If that is true, even in a smaller degree than has been testified to, 
we are facing this situation: we are rehabilitating an almost negli- 
sible percentage of the physically handicaped. I think it was Mrs. 
Hobby’s testimony that there were 2 million physically handicapped 

and that the physically handicapped population was increasing in 
this country at the rate of about 250,000 a year whereas we were 
seeking to rehabilitate only a very small percent: age of that. 

What I do not understand is why, if there is a humanitarian factor 
and an economic factor involved in it, and I certainly think there is, 
why we should not proceed at a far faster rate than is now proposed 
and cover a field that is much greater than is now proposed, because 
it certainly would appear to me that what I believe to be a niggardly 
program would only in the slightest degree help to improve the situa- 
tion over that which is existing today. 

Mr. Srracuan. Mr. Chairman, I would like to reply to your re- 
mark about the bill not having anything to do with the appropria- 
tion. That, of course, is true but the bill sets down a formula which 
provides a limitation on appropriation because you cannot go on an 
average beyond a normal $500 that is appropriated for individual 
services for the handicapped under the appropriation. I have never 
known of a Federal-State situation to expend $15,000, for example, 
in setting a man on his feet so that he can start paying taxes, unless we 
ask that the formula be revised to take care of that. We are already 
spending the money in various agencies and ways. It is just a ques- 
tion of making a capital investment in the individual rather than 
peter this thing out over years and years with no real benefits. 

Senator Purrert. Would you like to ask some questions, Senator 
Neely ? 

Senator Neery. Mr. Chairman, I have just one observation and 
that is that, in my opinion, what Mr. Strachan has said about the 
liberality with which the United Mine Workers care for their handi- 
capped is a high tribute to the humanity and vision and leadership 
of President John L. Lewis and those associated with him. 

Senator Purrett. I want to thank you very much for coming here 
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and for your well-prepared statement covering S. 2570 which will be 
inserted in the record at this point. 
(An additional statement of Paul A. Strachan is as follows:) 


STATEMENT OF PAuL A. STRACHAN, PRESIDENT, AMERICAN FEDERATION OF THE 
PHYSICALLY HANDICAPPED, WASHINGTON, D. C. 


Mr. Chairman, the most important problem before the Nation today is 
safeguarding and improving the health and economic conditions of our own 
citizenry. 

Rehabilitation and employment of our 38 million handicapped citizens, in- 
cluding the blind, partially sighted, deaf, hard of hearing, amputees, arthrities, 
cardiacs, cerebral palsied, diabetics, epileptics, victims of muscular dystrophy, 
multiple selerosis, poliomyelitis, rheumatism, tuberculosis, and other “cripplers”, 
as well as those having congential defects and deformities, is, of necessity, of 
prime concern to you, and to all Members of Congress, generally. 

After more than 40 years of study and practice in this field, and in the light 
of the multitude of needs of our handicapped people, we have developed and 
there is now pending before you, the bill, S. 2570, to establish a Federal ageney 
for handicapped. 

This bill does what no other bill now pending proposes: It provides a practical 
blueprint of a program—not just an excuse for a program—to show you, and all 
others, a clearly defined plan. It is not vague, nor does it evade meeting issues 
that have been ignored, largely, by existing Federal agencies. In short, it shows 
exactly what is proposed to be done for the handicapped, what agency would be 
best qualified to do it, how the job would be done, to whom it would be done, 
the cost, and the results. Today, there is no coordination of 35 agencies now 
existing each having a piece of the program. 

We respectfully point out the necessity of establishing this agency, not only 
for the advancement of welfare of handicapped, themselves, but for the benefit 
of the whole Nation, and, briefly, the bill would— 

1. Establish an independent agency, based for housekeeping purposes in the 
Department of Labor. 

2. Establish in said agency, an Advisory Council on Affairs on the Handicapped, 
consisting of three representing employers; three representing labor; three 
representing physically handicapped, themselves, (who, after all, are the chief 
persons concerned, and who, therefore, should and must be so represented,) ; 
three to represent farmers and stockraisers, and three experienced in public 
affairs. 

8. Establishes an Office of Services for Blind in the agency and brings into it 
all farflung agencies for blind now in Federal service, thus consolidating and 
making more efficient such services. 

4, Establishes cooperative enterprises for handicapped revolving fund, with 
$10 million as initial appropriation, to take the first step toward providing 
handicapped a practical means to be trained in business and job conditions, so 
they may stand on their own feet, and gradually get away from the pitfully 
inadequate and uneconomic so-called public assistance programs, which, at best, 
are only stopgaps, and in addition to being a continual drain upon the finances 
of the people, solve nothing and provide no permanent remedies. 

5. Establishes a Federal Interagency Committee on Rehabilitation and Em- 
ployment of Handicapped, to coordinate activities of the present 35 Federal 
agencies each of which, now, has a piece of the program. We respectfully point 
out the necessity for establishing such Committee. Previous testimony before 
this committee has concentrated upon the Office of Vocational Rehabilitation 
with 1 or 2 corollary agencies in the Department of Health, Education, and 
Welfare, and have completely ignored the fact that a multitude of activities, 
costing hundreds of millions of dollars annually, which are within the orbit 
of an overall handicapped program, are very much in the picture. Such agencies, 
surely, as good business policy, should have one focal point, the proposed Inter- 
agency Oommittee, through which the results of their efforts could and would 
be evaluated. This would not only prevent useless duplication of effort, an 
expense, but would facilitate continual improvement in the overall program. 

6. Provides a $60 monthly Federal grant to totally disabled persons, who are 
unfeasible for rehabilitation. It is pointed out that this grant provides a Federal 
base, to which States may add additional sums, as it is clear that no person, 
totally disabled and unable to support himself or herself, could be medically 
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treated, fed, clothed and housed, to say nothing of necessary incidental living 
expenses, on $60 per month. 

Further, the $60 would not be given, unless competent medical examinations, 
once yearly, prove such person to be totally disabled, and unfeasible for rehabilita- 
tion. In short, the initial placement of a person on such grant does not mean 
such person is so supported eternally, as is often now the case, but, they would 
have to prove, by annual examinations, that they are still unfeasible in every 
way for rehabilitation. 

7. Provides $5 million initial, and $2 million annual continuing appropriation, 
for grants for training of homebound persons. 

This is very important, since, particularly in rural areas, today, there is little 
or no means for providing this essential service at all, and, given such training, 
many such homebound, could support themselves, wholly, or in part. 

8. Provides $10 million revolving loan fund, from which States which have 
exhausted their appropriations for rehabilitation may borrow, between sessions 
of their own legislatures. 

It may surprise the committee to know that, despite under present laws, 
wherein the Federal contribution takes care of administrative expenses of the 
State setups, on an annual basis, yet, because of exhaustion of appropriations, 
prevent State from rendering any actual services to handicapped for more than 
half the time. 

9. Establishes a Division of Handicapped in the United States Civil Service 
Commission. As we are dealing with millions of handicapped, including disabled 
veterans, facilitating their examinations, tests for physical capacities, and 
ultimate appointment, make such Division imperative. 

10. Provides for promotion of public safety programs designed to safeguard 
life and limb on Federal property. This, no doubt, could save the Government 
millions of dollars in present cost of accidents and disease. 

11. Provides for reports from Federal agencies having parts of the handicapped 
program, so that there would be a continual and continuing check on overall ac- 
tivities, and improvements designed and applied, in the light of experience. 

12. Provides special programs for the severely handicapped (those from 60 to 
100 percent disabled), of whom it is estimated, on basis of composite reports from 
all reliable public and private agencies, that there are now from 7 million to 
9 million in such categories. 

18. Provides for rehabilitation centers throughout the Nation. This is a vital 
necessity to development of the program. 

14. Establishes a Federal second injury tax and fund, something which has 
beei: vitally needed for the past 50 years, and which, when functioning, will enable 
hundreds of thousands of severely handicapped, with multiple disabilities, to se- 
cure and hold remunerative employment, and thus be enabled to support them- 
selves, their families, and make their contribution to the Nation, as a whole, by 
paying Federal, State, county, and municipal taxes. 

15. Provides legal definitions of physically handicapped persons, and persons 
who are totally disabled and unfeasible for rehabilitation. Lack of clear defini- 
tions, today, are not only confusing, but often seriously obstruct the application 
of benefits needed by the individual. 

The foregoing, Mr. Chairman, is more definitively outlined in the statement 
which I made, in July 1953, to the House Committee on Education and Labor, 
and I am attaching and sending a copy of this statement to each member of the 
Senate Committee on Labor and Public Welfare, with respectful request that 
members give it careful study, as it outlines each section of S. 2570, so that you 
will know exactly what is intended, and what, when established, the Federal 
agency for handicapped will be prepared to do. 

Such a program, Mr. Chairman—and I emphasize “program”—rather than 
“bill,” is essential today, both as a means of providing vitally important man- 
power for our national defense, and to develop continuing means of medical, edu- 
cational, guidance, and placement services for all handicapped who require such 
services. 

We are today at the point where, as a matter of national policy, we must deter- 
mine whether or not we shall continue the expensive fallacy of so-called public 
assistance, which produces nothing, and provides no remedies other than meager, 
temporary aid, or, that we shall make a capital investment in the individual handi- 
capped citizens and get them onto their feet so they may make their own contri- 
bution to our economic and social life, and be taxpayers, instead of taxeaters. 

Our Federation, with associated organizations supporting this necessary pro- 
gram, brings to you the pleas of more than 15 million American citizens to support 
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this bill 100 percent. Enactment of this bill would not disturb the basic principles 
of the present Federal-State setup. 

For the betterment of our people, Mr. Chairman and members of the commit- 
tee, and for the preservation of our Nation, itself, we respectfully urge that you 
substitute 8. 2570 for all other pending measures, which are totally inadequate, 
unrealistic, and will do nothing more than continue the miserably ineffective, 
inefficient, and unbusinesslike present programs. 


Mr. Srracwan. Thank you, Mr. Chairman. 

Senator Purrett. We thank you very much for it. This will be 
given close study by the members of the committee. 

Mr. Stracuan. I wish to say that this will probably be my swan 
song before Congress, after 42 years, but I hope that I may see a 
Federal Agency for the Handicapped established. It is absolutely a 


necessity that it should be done. It is good business. It is common- 
sense. 


If I am to be given any tribute at all, the only reason why is because 
I have been through the mill. I have seen and experienced, with 
thousands of others, what this thing means, and therefore I am not 
taking the word of any academic thinkers whatsoever. This proposi- 
tion, to me, is personal. I have been through it. 

I have never recommended one single program to the Congress that 
did not pay off 10 to 1 in the end in fonsouine and I insist that 
this will do the same. 


Senator Purretu. I think we have included in the record all the 
other documents except these last two. 


The first is a report from the Department of Health, Education, 
and Welfare, dated October 8, 1953. 


The second is a letter from the Bureau of the Budget, dated Sep- 
tember 28, 1953. 

They will be included in the record. 

(Letter from Department of Health, Education, and Welfare; 
letter from the Bureau of the Budget are as follows :) 


EXECUTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BUDGET, 
Washington 25, D. C., September 28, 1958. 
Hon. H. ALEXANDER SMITH, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington 25, D. C. 


My Dear Mr. CHarRMAN: This is in answer to your letter of August 3, 1953, 
inviting the Bureau of the Budget to comment on S. 2570, to establish the 
Federal Agency for Handicapped, to define its duties, and for other purposes. 

The general purposes of §. 2570 are to expand Federal aid to citizens handi- 
capped by physical and mental disabilities and to assist such persons in pre- 
paring for and securing remunerative employment. Included in the expanded 
aid program would be financial assistance for cooperative enterprises for the 
handicapped; grants to the States to provide for the payment of $60 a month 
to each individual certified by the State as totally disabled, unfeasible for re- 
habilitation; grants for teaching homebound handicapped persons; loans to 
replenish funds used to carry out approved State plans for vocational rehabilita- 
tion; grants for carrying out programs for the severely handicapped, and grants 
for establishing rehabilitation centers. The bill would also provide for an excise 
tax on employers to establish a Federal second injury fund which would be 
available to relieve employers in some States of the burden of paying those 
workmen’s compensation costs in the case of a second or subsequent injury which 
are not fairly attributable to the disability caused by such injury. An inde- 
pendent agency to be named the Federal Agency for Handicapped would be 
established for administering the expanded aid program. This agency would be 
placed in the Department of Labor for housekeeping purposes. Various func- 
tions relating to the handicapped now performed by the Office of Vocational 
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Rehabilitation, the Division for the Physically Handicapped in the Bureau of 
Labor Standards, and the Library of Congress would be transferred to the new 
agency. 

As you know, the President recommended to the Congress the establishment 
of a Commission to study Federal-State relations, including programs of Federal 
aid. This study will include the review of existing programs of Federal aid, 
the need for additional programs of Federal aid, and the adequacy of fiscal re- 
sources available to the various levels of Government to discharge their proper 
functions. The Congress subsequently enacted legislation establishing the Com- 
mission on Intergovernmental Relations. Until such time as the Commission 
submits its report, it would seem inappropriate to create new grant and loan 
programs, some of which are financed entirely by the Federal Government, as is 
proposed by this bill. 

Moreover, the Department of Health, Education, and Welfare now contains 
most Federal functions relating to assistance and services to the handicapped. 
These services are closely related to the Department’s functions in the general 
fields of health, education, and welfare. In submitting Reorganization Plan 
No. 1 of 1953, creating the Department of Health, Education, and Welfare, the 
President said, “I believe, and this plan reflects my conviction, that these several 
fields of Federal activity should continue within the framework of a single 
department.” The creation of an independent agency for the handicapped would 
not be consistent with this objective. 

In addition, the programs encompassed in this bill would involve a substan- 
tial increase in Federal expenditures at a time when every effort is being made to 
bring the Federal budget into balance. 

For these reasons this office recommends that this measure not be enacted at 
this time. 

Sincerely yours, 
RowLanD HugHEs, Deputy Director. 


DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE, 
October 8, 1953. 
Hon. H. ALEXANDER SMITH, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington 25, D. C. 


Dear Mr. CHAIRMAN: This letter is in response to your request of August 3, 
1953, for a report on §S. 2570, a bill to establish the Federal Agency for Handi- 
capped, to define its duties, and for other purposes. 

This bill proposes far-reaching changes in Federal programs and services for 
the handicapped. 

In the first place, it would establish a Federal Agency for Handicapped which 
is to be an independent agency though based, for housekeeping purposes, in the 
Department of Labor. To the new agency would be transferred all of the func- 
tions of the Federal Security Agency (now this Department) under the Voca- 
tional Rehabilitation Act (29 U. S. C. 31 et seq.), relating to grants to States 
for vocational rehabilitation, the Randolph-Sheppard Act, relating to vending 
stands for the blind (20 U. S. C. 107 et seq.), and title X of the Social Security 
Act, relating to grants to the States for aid to the blind, and the Office of Voca- 
tional Rehabilitation in this Department would be abolished. There would also 
be transferred to the new agency the functions of certain other agencies affecting 
the handicapped. 

In the second place, the bill would add to existing programs for the handi- 
capped several new grant and loan programs, diverse and complex in character, 
some of them financed entirely by the Federal Government. The bill would also 
provide for a new excise tax on employers to establish a Federal Second Injury 
Fund which would be available for relief to employers in some States from the 
burden of paying workmen’s compensation costs in the case of a second or sub- 
sequent injury which are not fairly attributable to the disability caused by such 
injury. 

1. There are now concentrated in this Department most Federal functions in 
connection with assistance and services to the handicapped. These programs 
for the handicapped are not only interrelated but are an integral part of a 
balanced and coordinated program in the fields of health, education, and welfare 
with which this Department is concerned. 
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The divorcement of some of these programs from the others and their transfer 
to an independent agency for the handicapped, which the bill proposes, would, 
we believe, be unsound from the standpoint of good government organization and 
not in the best interests of the handicapped. It would also be untimely in view 
of the recent creation of this Department. In submitting Reorganization Plan 
No. 1 of 1953 to the Congress, the President said “I believe, and this plan reflects 
my conviction, that these several fields of Federal activity should continue 
within the framework of a single department.” 

As you know, Public Law 109, 88d Congress, approved July 10, 1953, pro- 
vided for the establishment of the Committee on Intergovernmental Relations to 
make a thorough study of grants-in-aid activities and of the problems of finance 
and Federal-State relations which attend them, including the question of justi- 
fication for existing Federal programs, the need for additional programs of 
Federal aid, and the ability of the Federal Government and the States to finance 
activities of this nature. Apart from this, any new proposal involving substan- 
tial increases in Federal expenditures would have to be appraised in the light 
of the determination of this administration to move as rapidly as possible toward 
a balanced national budget. This is particularly pertinent to the proposal of 
the bill (title IV) to establish a program of 100 percent grants to the States for 
payments to totally disabled persons unfeasible for rehabilitation, which evi- 
dently would overlap with title XIV of the Social Security Act which now pro- 
vides for grants to assist the States in aiding totally and permanently disabled 
needy persons. 

This Department is aware of certain gaps in the services to the handicapped 
and of the lack of facilities available under the Federal-State program of rehabil- 
itation. In addition, as the department most vitally concerned with the health, 
education, and welfare of the people and the rehabilitation of the handicapped, 
we share with the Congress the sincere desire to expand and improve rehabili- 
tation services to the handicapped. Nevertheless, for the reasons indicated above, 
we are unable to recommend favorable consideration of this bill. 

The Bureau of the Budget advises that it perceives no objection to the submis- 
sion of this report to your committee. 

Sincerely yours, 
Oveta Cup Hospsy, 
Secretary. 


Senator Purreryt. Thank you very much. If we have no other 
witnesses, the hearings will stand in recess until tomorrow morning 
at 10 o’clock in the same room. 

(Whereupon, at 11:20 a. m., the committee adjourned until 10 a. m., 
the following day, Thursday, April 8, 1954.) 
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THURSDAY, APRIL 8, 1954 


Untrep Srates SENATE, 
Com™itteE oN Lasor AND Pusiic WELFARE, 
SuBcoMMITTEE ON HEatru, 
Washington, D. C. 

The subcommittee met at 10:08 a. m., pursuant to recess, in room 
P-63 of the Capitol, Senator William A. Purtell (chairman of the 
subcommittee) , presiding. 

Present: Senators Purtell, Goldwater, and Lehman. 

Also present: Roy E. James, staff director; Melvin W. Sneed and 
William G. Reidy, professional staff members. 

Senator Purreit. The hearing will come to order. 

We are very happy this morning to have Members of Congress here 
to testify. 

We are particularly pleased to have my colleague, Hon. Charles E. 
Potter, Senator from the State of Michigan. 

Senator Potter. 


STATEMENT OF HON. CHARLES E. POTTER, A UNITED STATES 
SENATOR FROM THE STATE OF MICHIGAN 


Senator Porrer. Mr. Chairman, it is a pleasure for me to appear 
before such a distinguished committee, chairmanned by my able col- 
league from the great State of Connecticut. 

Mr. Chairman, I have a brief statement that I would like to make 
concerning the administration’s proposed rehabilitation program. 

I heartily endorse the principle underlying the administration pro- 
posal with regard to vosational rehabilitation which, as I understand 
it, seeks a broadening and strengthening of the existing program. 

Today more than ever the conservation of our human resources is 
vitally necessary. The enemy against which we are arming at such 
enormous cost outnumbers us more than 5 to 1. How shortsighted 
not to avail ourselves of the latent talents of our physically handi- 
capped or disabled citizens which, in almost countless instances, merely 
await an assist from the rehabilitation services to become productive. 

There is indeed no investment that can so surely translate a liability 
into an asset as that which returns a disabled person to work of a pro- 
ductive nature. 

We are currently paying out many tens of millions of dollars every 
year in public assistance to the disabled. For every person that is 
returned to economically useful work, a saving to the taxpayers of 


529 





530 PRESIDENT’S HEALTH RECOMMENDATIONS 


the cost of his public assistance payments, averaging some $600 a year, 
is realized, plus the income from taxes that his earnings would yield 
when placed on a job. All in all, it is conservatively estimated that 
for every dollar spent on rehabilitation, society receives a return in 
one form or another of $10. 

To the economic factors, of course, must be added the intangible 
but very real dividends flowing from the salvage of human values, 
the restoration of a feeling of self- respect, of usefulness to the com- 
munity that comes to the rehabilitated person. 

From any angle it is important that we build a strong and effective 
rehabilitation program. I regret to say that there is some doubt in 
my mind that S. 2759 will accomplish this desirable end. 

It is natural that I should Jook to see what would appear to be the 
effects of the administration measure, as now written, upon the pro- 
gram in my own State of Michigan. So doing, I am disturbed at what 
I see. 

As I understand S. 2759, a new formula is proposed covering the 
distribution of Federal moneys for rehabilitation work to the respec- 
tive States. 

The present formula, as your committee is undoubtedly aware, pro- 
vides for distribution of Federal funds to each State on a basis con- 
sistent with the character and scope of the program being conducted 
in that State. Ifa State has a broad, comprehensive program, more 
Federal aid is allowed than if its program is restricted. In short, 
under present law, to the extent that each State has seen the need 
for rehabilitation work within its borders and has done something 
about it, to that same extent the Federal Government has participated. 

The proposed formula appears to abandon this principle which has 
worked so alls at least so far as my own State is concerned. 

Under S. 2759, the distribution of Federal funds to many States 
which have active, advanced programs will be sharply reduced from 
the levels presently existing except that these States are able to realize 
in a comparatively short period of time what amounts to a precipitate 
increase in their own spending on this work. 

Now, I strongly believe that there should be an increased emphasis 
on this vital conservation activity at all levels—Federal, State, and 
local. I believe that the history of the rehabilitation program in my 
State wil] show that this recognition has been manifest. 

In the year 1944, the State of Michigan spent only $87,240 in this 
work, In the following year, 1945, we approximately doubled our 
effort, spending $173,869. By 1948 we had doubled our outlays again 
with expenditures of $377,109. In the succeeding period, while we 
have not gone ahead as rapidly as I would have wished, we have 
maintained an average annual level of expenditures for rehabilita- 
tion of about $475,000, the actual amount for the current year of 1954 
being $477,000. 

As I have said, I wish this record were even better, but I believe it 
isa good one and will compare favorably with that of most other States. 
That is why I wish to see nothing done that would cause a setback or 
disruption in the present effort. S. 2759, as I understand it, poses 
such a threat. 

The new formula for distribution of Federal money which the bill 
advances would confront Michigan with the requirement of boosting 
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outlays for rehabilitation from the existing level of $477,000 annually 
to $910,942, a raise of 93 percent. Yet, at the same time, the incentive 
to put forth such an effort would be reduced, since even that oo 
level, could it be attained, would not mean the receipt of Feder 
money at the present rate. There would, in fact, be a reduction of 
some 24 percent in these funds, or a drop from $991,000 at present to 
$754,400. 

I cannot but believe that the administration did not intend any 
such shock to existing programs as the authors of this bill would 
apparently risk. 

I fully appreciate that the matter of the most equitable distribution 
of Federal funds to the States to aid the many joint programs that are 
in operation is a question upon which there can be room for honest 
differing opinions. 

There is precedent for distribution based on the relative economic 
status of each State. There is precedent for distribution of funds 
based on relative population of the respective States. 

Distribution of Federal funds for public assistance, under the social- 
security program, is based on number of cases and means a Federal 
share up to as much as 75 percent of total costs. 

I would not profess to attempt to say what division is the most equi- 
table to use in the sharing of costs of rehabilitation programs as be- 
tween State and Federal participation; but I do say this: When a 
program has been established and is in operation over a period of 
years, as has been the case with the rehabilitational work, any pro- 
posed changes should be scrutinized with the utmost care to see to it 
that existing activities are not impaired. 

Our problem here might be different if we were just beginning a 
rehabilitation establishment; but that it not the case. We are not 
starting from scratch. We face a practical condition, one in which we 
have many State programs actively and successfully functioning. In 
no instance should we hazard a State operation through drastic re- 
vision of the basis upon which it is now receiving Federal support. 

It is appreciated that S. 2759 does provide for a transition period 
before the full effects of the new proposed method of sharing costs will 
be felt, and during which it is proposed that State funds be raised to 
compensate for declining Federal funds; but I suggest that there are 
very few, if any, States that can accomplish an increase so great as 
Michigan is called upon to realize, nearly a doubling of their outlays, 
in the short space of 2 years time. In fact, the demand is even more 
drastic than this. In order for Michigan to continue to receive the 
same amount of Federal funds as at present the State participation 
would have to increase by some 250 percent. 

Mr. Chairman, in the bill which I have introduced, in an effort to 
avoid what seems to me to be an injustice for States in the position 
of my own, I have stipulated the use of the year ending June 30, 1953, 
as a base year below which level of distribution Federal funds to any 
State would not be allowed to drop. 

This bill, S. 3039, is not offered as the last word on the subject. 
The committee may well wish to combine some of the features which 
are contained in the administration measure with the provision cover- 
ing funds distribution contained in my bill, or it may well be that 
upon further study still more practicable and equitable solutions may 
present themselves. 
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My interest is in a principle, not a given terminology. I wish to 
see existing programs sustained. I think it would be tragic if the 
great progress in rehabilitation services which many States, including 
my own, have made in the past dozen years or so, should be threatened. 

‘Over a term of years I would certainly hope to see increasing sums 
of State money made available for this vital humanitarian work, 
and I think they will be made available. 

I am sure that the citizens of my State would fall in with a wise, 

carefully adjusted method looking to greater State participation 
in this field, on a carefully graduated scale; but the drastic : approach 
contemplated in S. 2759 would, I fear, result in discouragement and 
resentment at State levels that could only react unfavor ably for those 
who so greatly need the type of aid that this work affords. 

I hope that the committee will seriously consider the inclusion in 
any bill it may report of a minimum standard or level of Federal 
participation in this field not less than that now in effect. 

I appreciate the opportunity to appear and present my views before 
this committee, sir. 

Senator Purre.. a ator, at this time we will make a part of the 
record your bill, S. 3039, and also we will have the reports from _ 
Bureau of the Redect and from the Department of Health, Educa 
tion, and Welfare become a part of the record. 

(The bill referred to, S. 3039, and the reports thereon from the De- 
partment of Health, Education, and Welfare and the Bureau of the 
Budget are as follows :) 


[S. 3039, 83d Cong., 2d sess.] 
A BILL To amend the grant provisions of the Vocational Rehabilitation Act 


Be it enacted by the Senate and House of Representatives of the United States 
of America in Congress assembled, That the Vocational Rehabilitation Act, as 
amended by the Vocational Rehabilitation Act Amendments of 1943, is further 
amended as follows: 

(a) Section 3 (a) of such Act is amended by striking out all matter prior to 
clause (1) thereof and inserting in lieu of such stricken matter the following: 

“Sec. 3. (a) Allotments and payments hereunder to each State shall be made 
with respect to the State’s vocational rehabilitation expenditures limited as 
follows :”. 

(b) Section 2 (a) of such Act is further amended by striking out the phrase 
“one-half of” in clause (2) and in clause (3) thereof respectively. 

(c) Section 3 (b) of such Act is amended to read as follows: 

“(b) Funds made available each fiscal year for Federal grants shall be 
allotted among the States with approved plans for vocational rehabilitation by 
the Secretary of Health, Education, and Welfare, the allotment to each State to 
consist of : 

“(1) An amount equal to the total of 100 per centum of such State’s expendi- 
tures for administrative, guidance, and placement services in the base year and 
50 per centum of the expenditures for rehabilitation services enumerated in 
section 3 (a) in the base year: Provided, That beginning in 1957 such amount 
shall be 66% per centum of such State’s base year expenditures : Provided further, 
That in the case of any State whose rehabilitation expenditures are less than 
its base year expenditures, such amount shall be reduced proportionally. 

‘(2) From the balance of the Federal grant for the current year, after de- 
ducting the total of amounts determined under clause (1), an additional amount 
shall be allotted to each State whose rehabilitation expenditures for the current 
year exceed its rehabilitation expenditures for its base year. Such amount for 
each such State shall be the same proportion of such balance as its population 
bears to the total population of aH States entitled to additional amounts: Pro- 
vided, That in no event shall any such additional amount for any State exceed 
50 per centum of the excess of the State’s rehabilitation expenditures for the 
current year over its rehabilitation expenditures for the base year. 
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“The Secretary shall, at or before the beginning of the fiscal year, furnish 
each State an estimate of its allotment and thereafter advise it of any revisions 
in estimates made to adjust estimated allotments on the basis of rehabilitation 
expenditures actually made. 

“From the sums made available for grants, the Secretary of the Treasury shall 
pay to each State which has an approved plan for vocational rehabilitation, for 
each quarter or other shorter payment period, such portion of the State’s allot- 
ment as the Secretary of Health, Education, and Welfare shall determine and 
certify to the Secretary of the Treasury. 

“In the case of any State whose vocational rehabilitation of the blind is 
administered by the State blind commission or other agency which provides as- 
sistance and services to the adult blind, the estimates, allotments, and payments 
hereunder shall be separately made with respect to such vocational rehabilitation 
and vocational rehabilitation administered by the State board. The amounts 
available to each such agency shall be determined by the application of the ratio 
established in making the determination of the allotments in section (c) (b) (1).” 

(d) Section 10 of such Act is amended by adding the following at the end 
thereof : 

“(c) ‘Base year’ means the fiscal year ending June 30, 1953 ; 

“(d) ‘Rehabilitation expenditures’ means expenditures described in section 3 
(a) of this Act; 

“(e) ‘Current year’ means the fiscal year for which the appropriation and 
allotments in question are made; and 

“(f) ‘Grant fund’ means, with respect to any fiscal year, the total amount 
available for payment to States under this Act.” 





DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE, 
March 30, 1954. 
Hon. H. ALEXANDER SMITH, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington 25, D.C. 

Dear Mr. CHAIRMAN: This letter is in response to your request of March 4, 
1954, for a report on S. 3039, a bill ‘‘'o amend the grant provisions of the voca- 
tional Rehabilitation Act.” 

The bill would change the present matehing provisions of the Vocational Re- 
habilitation Act (Public Law 113, 78th Cong., 29 U. S. C., sees. 31-41) and 
provide for a system of allotting the annual Federal appropriation among the 
States. 

For the fiscal vears 1955 and 1956 an initial allotment of Federal funds would 
be made to each State equal to 100 percent of the State’s expenditures for 
administration, guidance, and placement services and 50 percent of its expendi- 
tures for rehabilitation services enumerated in section 3 (a) of the Vocational 
Rehabilitation Act (e. g., medical examinations, surgery, hospitalization, and 
training) during the fiscal year ending June 30, 1953, defined as the “base year.” 
Beginning in fiscal 1957 the initial allotment to each State would be 6634 percent 
of the State’s “base year” expenditures. 

By way of a matching requirement for this initial allotment, each State 
would have to show similar expenditures during the current year at least equal 
to its base year expenditures. If its current year expenditures were less, its 
allotment would be reduced proportionately. 

After deduction of these initial allotments from the Federal appropriation 
for any fiscal year, the balance would be allotted on a population basis among 
those States whose current-year expenditures exceed their base-year expendi- 
tures. This supplemental allotment would be matched on a 50-50 basis. 

The bill would direct the Secretary of Health, Education, and Welfare to esti- 
mate State allotments at the beginning of the fiscal year and to advise the 
States of any revisions made to adjust estimated allotments in accordance with 
actual current year expenditures. 

In any State having a separate agency providing rehabilitation services for 
the blind the allotment would be divided between this and the general vocational 
rehabilitation agency on some basis not readily determinable from the language 
of the bill. 

Both S. 3089 and corresponding provisions of S. 2759 (which contains the 
recommendations of the administration for improvement of the Vocational Re- 
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habilitation Act) have as their objective the improvement of the financial 
provisions of the present act by eliminating the present dual matching system 
(100 percent on some expenditures and 50 percent on others) and by providing 
for allotment of appropriated funds among the States on an equitable and 
objective basis. We believe that the methods proposed in the administration 
bill (S. 2759) are distinctly preferable to those set forth in S. 3039. Our prin- 
cipal objections to the formulas in S. 3039 are discussed briefly below. 

S. 3039 appears to guarantee to each State the maintenance of its 1953 level 
of operations. This “guarantee” feature of the bill is subject to the same ob- 
jections that prompted Congress, in our Department’s Appropriation Act for 
1954, to set up a stopgap allotment system in lieu of the open-end matching pro- 
visions of the Vocational Rehabilitation Act. In effect, the bill would create 
an obligation on the part of the Federal Government to make good on the 
guaranty irrespective of the amounts which the Congress annually determines 
should be appropriated for the program and irrespective of the amounts it 
actually appropriates. It will be noted that the bill does not provide any method 
for reducing the initial allotments to the States if insufficient funds are appro- 
priated by the Congress. 

Also, the selection of the 1953 fiscal-year expenditures as the controlling factor 
in allotments for all future years is subject to two objections. In the first place, 
it would have the effect of making all future allotments depend upon expendi- 
tures in a past fiscal year without regard to the extent of State needs or State 
fiscal capacity to meet those needs—in the past year or currently. In the second 
place, it interposes into the formula an assumed Federal share at variance with 
the Federal share which actually existed in the base year, since the Federal 
share in 1953 was not based on aggregate State expenditures during that year. 

The bill would also pose serious administrative difficulties. It provides for 
possible reductions in a State’s initial allotment dependent upon how the State’s 
current year expenditures compare with its base year expenditures. Since the full 
amount of any State’s current year expenditures could not be known until the fis- 
eal year is over, and since the amount available for supplemental allotments de- 
pends on the total amount needed to pay all initial allotments, there may be con- 
stant revisions in all allotments during the year and resulting uncertainty on the 
part of the States in planning operations throughout the year. 

A further administrative problem for both State and Federal Government 
would undoubtedly arise from the provisions for dividing the State allotment 
between the two agencies in States where there are separate agencies for the 
blind. 

S. 3039 does not embody many other important features of S. 2759 which 
directly or indirectly affect the financing provisions of the law, including the 
provisions for gradually scaling down the Federal matching ratio, and including 
the new three-part grant system for basic support grants, extension and improve- 
ment grants, and special project grants. In these and other respects we would 
greatly prefer the provisions of S. 2759 and would recommend its enactment in 
lieu of S. 3039. 

The Bureau of the Budget advises that it perceives no objection to the sub- 
mission of this report to your committee. 

Sincerely yours, 

Oveta Cup Hospsy, Secretary. 


EXECUTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BUDGET, 
Washington, D. C., March 31, 1954. 
Hon. H. ALEXANDER SMITH, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate, Washington, D. C. 


My Dear Mr. CHAIRMAN: This will acknowledge your leter of March 4, 1954, 
inviting the Bureau of the Budget to comment on S. 3039, a bill “to amend the 
grant provisions of the Vocational Rehabilitation Act.” 

The Bureau of the Budget concurs in substance with the views expressed in 
the Department of Health, Education, and Welfare’s report on the bill, which 
has been transmitted to the committee, and recommends favorable consideration 
of S. 2759 in lieu of S. 3039. 

Sincerely yours, 


DONALD R. BetcHER, Assistant Director. 
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Senator Purret.. I want to tell you, Senator, that Senator Smith, 
chairman of the full committee, has asked me to express to you his 
regrets at his inability to be here. He had ed on being here, 
Senator, but he was unexpectedly detained, and that is true also of 
my other colleague members of the committee. 

I know, Senator, how much you have given up this morning in com- 
ing over here, indicating your intense interest in this whole subject, 
because I know you would have liked to have been and you should 
have been at the Committee on Commerce this morning, at their hear- 
ings, and we appreciate so much your being here. 

Have you any questions, Senator Lehman? 

Senator Lenman. No. I just want to make one observation, 
though: I think the proposal contained in this bill with regard to 
the Federal share should be given very careful consideration. I don’t 
think even with that in it we have a good bill; but, at any rate, it pre- 
serves the established principle which would be very greatly threat- 
ened by the Smith bill. 

I have just one question: Many of the witnesses here have testified, 
as I think you did before I came in this morning, that quite aside from 
the humanitarian aspect of rehabilitation, there is a very distinct and 
direct economic gain for the Federal Government by rehabilitated 
people, making them again gainfully employed citizens, and some of 
the people have testified that for every $1 that is invested there would 
be a return of $10. 

Senator Porrer. Yes; the Senator is absolutely correct, and there is 
no greater conservation program we could enter into than to salvage 
human beings. 

We, as you, as a Senator, well know, spend a great deal of time in 
the Senate debating reclamation projects, conservation of our natural 
resources, which are very valuable, but we are prone to overlook the 
conservation features of human beings; and it is not only a humani- 
tarian effort, as the distinguished Senator well stated, but it brings 
about some very practical results that end in some very practical 
solutions to many of our problems. We are taking people who are 
tax beneficiaries and making them taxpayers, which is a great boost 
to our economy. 

Today one of the resources that this Nation does not have in an 
abundant supply, as compared to the rest of the world, is that of 
human beings; and, to me, it is folly of the first order for us to sort 
of sweep under the rug a great segment of our society which could 
be and should be and wants to be useful members of this society. 

I have no pretense about the language of any bill. My main concern 
in appearing here today is that we allow our rehabilitation program 
to grow and expand rather than to have our program hampered. 

I think the Congress would be wise to, and [ hope that the adminis- 
tration will eventually come up with, a big program on rehabilitation. 

Mr. Chairman and members of the committee, that will be one of 
the greatest accomplishments that any Congress could have, to go out 
and tell the people we are for the first time salvaging more people 
than are being handicapped, which we are not doing today. 

Senator Lenman. Senator, I need not quote this further to you— 
you know it much better than I do—but the testimony has shown 
that there is a minimum of 2 million physically handicapped people 
in the country, and the population of the physically hanaieanpes is 
growing at the rate of 250,000 a year. 
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Now, of course, this program which has been suggested, which I 
have referred to, I think at the displeasure of our highly respected 
chairman, as a niggardly program, would barely make a dent in that 
situation. 

In view of the fact you have testified, I think very, very clearly, 
that to rehabilitate the physically handicapped is a good financial 
investment, aside from anything else, do you see any reason we 
should not appropriate every dollar that could possibly be used, of 
course, protecting against waste by providing for preapproval of 
re jects ? 

Then I think we would really get somewhere. 

As it is now, this little decrease in the number that will be helped, 
with actually a decrease in the estimated cost, certainly is a step 
backward, in my opinion, rather than a step forward. 

Senator Porrrer. I will say to the Senator we have to raise our 
sights much, much higher than our present sights. 

Senator Lenman. I think you and I will be fighting on the same 
side. 

Senator Porrer. Thank you. 

Senator Purreti. I hope that the Senator from New York’s re- 
marks would not indicate that you and I would be fighting on opposite 
sides. We, of course, wouldn't. 

Senator Porter. I am sure in a fight of this kind we will all be 
shoulder to shoulder. 

Senator Purrei.. Senator, I want to say this: I was not displeased 
because the word “niggardly” was used, although I do think perhaps 
you might have chosen another word. I was simply displeased to 
have it appear in the record that this is niggardly in the sense that 
we are trying to restrict it. 

Evidence has been shown, Senator, here by many people that this 
program is one that you simply can’t take a hundred million dollars 
and throw into it unless you have the facilities and the personnel to 
operate it. 

Now, it may well be that the funds that will be allocated—I might 
say, incidentally, the bill we are referring to has nothing to do with 
appropriations. It simply determines the formula—funds will be 
appropriated by the Appropriations Committee; but it does point 
the way, it does start out on the path, when we hope we will get suffi- 
cient facilities, and we will get them through this bill to some extent, 
and also personnel which is needed in order to enlarge this program. 

Senator Porrer. Will the chairman yield at that point? 

Senator Purreiy. I will be very glad to do so. 

Senator Porrer. I would like to make one further point. 

I can well understand the thinking of many people as to the desir- 
ability of having a uniform type ‘of program, having uniformity 
in Federal grants to the States. However, I am personally convinced 
that is way overplayed. I think there is very little relationship be- 
tween the Federal grants to States for hospital construction and be- 
tween the Federal grants to States for rehabilitation. I think you are 
dealing with entirely different factors, and the argument that we 
must have a uniform formula is not particularly impressive to me. 

Maybe there are factors I haven’t considered, but I sincerely hope 
that the committee, before it reports out its bill, will seriously con- 
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sider the formula that is now in the present bill and hope you are 
not restrained too much in your actions by the arguments of 
uniformity. 

Senator Purrett. You will agree, however, Senator, this must be 
something that we will gradually build up, that we can’t step into full 
bloom immediately ¢ 

Senator Porrer. You are not going to do it overnight, but the point 
that I want to bring out is this: While this, the present bill under 
consideration, may in effect help some of our smaller States, our 
States where the rehabilitation programs have not advanced—it may 
be aid to them to a certain degree—what you are doing in this bill, 
if the present formula is allowed to remain, is hampering States, such 
as the Senator’s own State of Connecticut, where you have a very 
fine rehabilitation program, and the State of the Senator from New 
York, Senator Lehman’s State, where they have a good program, and 
certainly my own State. 

Now, it is going to be difficult, for example, to sell our State legis- 
lature that they must nearly double their State contribution in order 
to receive $237,000 less in Federal funds. 

I hope that when we adopt a formula that we can maintain our 
present leve!, so that our formula will increase and expand the pro- 
gram rather than to try to level off. 

Senator Purrenn. Yes. 

Senator Porrrer. And I am sure with the great wisdom that is on 
this committee, and the great humanitarian and economic sense that 
this distinguished committee has, a formula will be devised which 
will be far reaching and will allow the program to go forward rather 
than to force some of our States to retrench. 

I wish to thank the committee for the courtesy extended me. I 
have a very deep interest in this program, and I will be happy to help 
the committee in any way that I possibly can. 

Senator Purreiy. I know the Senator doesn’t need my assurance, 
but, for the record, I want to give him my assurance that his bill, 
S. 3039, will receive very careful study by the whole committee. 

Senator Porrer. Thank you. 

Senator Purrett. Thank you very much, Senator, for appearing 
here. 

Senator Porrrr. I would like to state I am not so particularly inter- 
ested in my bill as I am in having a good bill presented. 

Senator Purretn. We shall do our best and, with your help and 
advice, I am sure we can bring out a bill that will be a good bill in 
every sense. 

Senator Porrer. Thank you. 

Senator Purrett. The next witness is another Member of our Con- 
gress, and we are extremely happy and pleased to have the Honorable 
Herbert B. Warburton from our State of Delaware to help us in our 
deliberations. 





STATEMENT OF HON. HERBERT B. WARBURTON, A REPRESENTA- 
TIVE AT LARGE IN CONGRESS FROM THE STATE OF DELAWARE 


Mr. Warsurton. Thank you, sir. 
Mr. Chairman and gentlemen of the subcommittee, I appreciate 
this opportunity to appear before your distinguished subcommittee 
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this morning to express my views upon the important legislation 
which the committee is now considering, and I might interpolate here 
to say that I am sort of the cleanup man today because we had hoped 
to have with us and had arranged to have with us to discuss our 
position in the State of Delaware upon this bill Mr. John G. Leach, 
who is one of our foremost citizens in this type of activity. Unfor- 
tunately, he was unable to come and he asked if I would come and he 
asked if I would present this matter and his position in his behalf. 

Senator PurrEtLt. Does he have a paper he wishes to be presented, 
or are you presenting his thoughts, too ? 

Mr. Warsurton. No; I am presenting a combination of material 
he had already prepared together with my own additions in one con- 
solidated statement. 

Senator Purrety. All right; fine. 

Mr. Warsurton. Mr. Chairman, the President’s proposals upon 
the vocational rehabilitation program which are embodied in S. 2759, 
as introduced by the distinguished Senator from New Jersey, Mr. 
Smith, encompass a field of endeavor which is, in my opinion, without 
parallel today in its importance to all of us. 

Three of the many outstanding aspects of this Nation’s vocational 
rehabilitation program which make it so important are: 

1. The original and continuing recognition that our citizens who 
would otherwise be incapable, or not fully capable, of playing an 
active economic role in our Nation, can be assisted to the realization 
of their full economic capability and assured of their right of equal 
participation in our day-to-day national life. 

2. The original and continuing recognition that our handicapped 
citizens must themselves initiate their entry upon the path of rehabili- 
tation and willingly progress to its end. 

This recognition of the factor of self-help is not only within our 
tradition, but, much more importantly, is as curative of wounds which 
may exist upon the soul and the mind as the treatments which the 
program affords in necessary cases are to the disabilities of the body. 

3. The original and continuing recognition that we all benefit in 
many ways when one of our fellow-citizens is returned to a full and 
active life. 

We do not only benefit socially when the bitterness which may result 
from the individual’s belief that he is an economic drain upon his 
family and Nation is erased as he himself benefits through the results 
of his rehabilitation efforts, but we benefit economically, for the pro- 
gram’s records clearly establish that the contributions made to our 
economic life by our citizens who have been rehabilitated far exceed 
the expenditures we have made in the program. 

I have personally more than a passing interest in this work. My 
interest is occasioned not alone by my deep-rooted belief in the pro- 
gram’s objectives, its methods of attaining them, and the results it 
has secured; it is also occasioned by the fact that I am privileged to 
represent the State of Delaware where I have had the opportunity 
to observe my State’s execution of its program. 

I should like to recite to you some of the facts concerning this pro- 
gram, because I believe that this recitation will illustrate the reason 
for my appearance here today. That reason is my concern that the 
formula Thich is set forth in the bill, S. 2759, will seriously curtail 
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my State’s program and the programs of States which are similarly 
situated. 

Delaware, if I may speak with a little bit of State pride, is tra- 
ditionally conceded to be the first State of the Union, by virtue of the 
date of its ratification of our Federal Constitution; yet, and I say 
this without pride, it was one of the last States to initiate a rehabilita- 
tion program. Private sources initiated this program in 1939, and 
it continued until 1941 for 2 years before the general assembly ap- 
propriated funds for its oan 

Since that beginning, only 15 years ago, more than 4,000 Delaware 
citizens have been rehabilitated into satisfactory employment status. 
While this may appear to be a small number, it must be remembered 
that Delaware is a small State, from the standpoint of numbers of 
population as well as of area. Thus, on the basis of the numbers of 
rehabilitation per 100,000 population, Delaware has ranked first 
among the 52 States and Territories which conduct this manner of 
program in every year for the last 7 years. In each of these years we 
have rehabilitated in Delaware more than three times the national 
average of rehabilitations. 

These are general and statistical figures which are notably un- 
satisfactory for describing economic results, and no method of com- 
putation known to us today can describe the more intangible and al- 
truistic results which the program has generated through the restora- 
tion to the rehabilitated citizen of his self-confidence, self-pride, and 
self-respect. 

I will eliminate any discussion of these terribly important bene- 
fits other than to mention them and to stress that they are benefits 
which, to me, must be remembered in any consideration of this pro- 
gram. 

However, I do have recent specific figures which describe the results 
of Delaware’s operation of its program; I think they will be of value 
in making the point of my discussion. 

In the 5 fiscal years which began on July 1, 1948, and ended on June 
30, 1953, Delaware’s program rehabilitated 2,153 persons into satis- 
factory employment. Of this group of citizens, 82 percent were un- 
employed and dependent for their support on other members of their 
family, on friends, or on the State at the time when they were 
initially referred to the Delaware Rehabilitation Division and the 
division’s staff members made initial contact. 

The average weekly wage of this total group of citizens before they 
entered into the rehabilitation program was $4.38; the average weekly 
wage of this total group of citizens after its members completed their 
rehabilitation work and entered into employment was $39.58. 

These 2,153 members of our community, if they had entered employ- 
ment simultaneously and worked for only 1 year, would have earned 
$4,362,198. Obviously, their entry upon a productive economic life 
has been irregular in time over the 5 years. Yet I believe the point 
of the illustration remains valid: That sum constitutes a net gain of 
over $4 million contributed to the State of Delaware’s purchasing 
power by citizens who would have been considered incapable of any 
basic contribution to the State’s economy only 16 short years ago. 

Additionally, many more uncomputable dollars were added to the 
State’s purchasing power by the release to the families and friends of 
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these citizens of the previous costs they spent in support of these 
handicapped; and by the same token, the State’s relief resources 
were released for use in other cases where rehabilitation could not 
be, or had not yet been, initiated. 

We do have records in this respect: Of these 2,153 citizens, 259 
were referred to the Delaware Rehabilitation Division and were at 
that time on public welfare aid at the time of referral. It is not only 
interesting but is to me of utmost importance to note that public wel- 
fare relief benefits, if they were continued simultaneously for only 1 
year to these 259 rehs ibilitants, would be in the amount of $191, 126; 
yet, once rehabilitated and give to employment simultaneously, their 
earnings in 1 year would be i in the amount of $524,496, or 3 times the 
cost of their dependency. 

These citizens are not only self-sufficient citizens; they are first- 
class citizens, who receive their full share of society’s benefits and who 
contribute their full share to its support and preservation. 

Mr. Chairman, this outline of the vocational rehabilitation program 
picture in Delaware is necessarily sketchy because I do not wish to 
unduly impose upon the committee’s time. However, I believe it 
indicates some of the reasons for our pride in our program, in the 
efforts of our citizens who execute it, and in the interest of our other 
citizens, industries, and State and Federal agencies who so unquali- 
fiedly support it. 

This program does not obtain its results through the publicly ac- 
claimed work of a few heroes but by the quiet, cooperative determina- 
tion of a whole community of citizens, of whom the most important 
are the handicapped who overcome the fears their disabilities create 
in them and seek the opportunity of the return to gainful living. 

I must now first state that I almost wholeheartedly and unquali- 
fiedly support the objectives of the administration’s vocational re- 
habilitation program, as it is expressed in the bill Senator Smith has 
introduced. I believe that these recommendations provide the next 
logical advances for the already proven basic program to take. 

1 do, however, question whether the application of the Hill-Burton 
formula will accomplish its purpose if it is initiated at this stage 
and in the present form. 

I know that the representatives of the Department of Health, Edu- 

cation, and Welfare have already ably explained this program to the 
committee, including the formula’s purposes and methods of appli- 

cation, and the transitional provisions whose purpose is to permit the 
States to absorb the shock of the financing changeover. 

My concern in this respect is that the shock of the changeover from 
the existing method of financing within which States, similarly to 
Delaware, have developed highly efficient programs to the new formula 
will not be sufficiently cushioned by the transitional provisions and 
adequately supported after the transitional period terminates. 

If this concern is well founded, the formula’s application will result 
in an immediate diminishing of available funds which support the 
basic rehabilitation program, with a necessary curtailment of this 
program, unless the general assemblies of Delaware and similarly 
situated States can increase their appropriations to maintain the pres- 
ent level of basic rehabilitation operation. 

Many of the State legislatures, including Delaware’s, do not meet 
until January 1955, so that special sessions will have to be convened. 
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Aside from this fact, there is no guaranty that these legislatures will 
appropriate sufficient funds for a “tide-over” emergency purpose of 
maintaining present levels or that they will thereafter appropriate the 
necessary funds, in regular course, to make up the continuing defi- 
ciency. 

Thus the danger that I foresee in the formula’s application is the 
danger of immediate general program curtailment. I think we must 
agree that if the general program efficiency is presently good, and 
our effort is directed at going forward to an even higher level of 
efficiency, as it should be, in my opinion, the attainment of that objec- 
tive will be, at the best, delayed for some indeterminable period of 
time while the slack resulting from the transitional curtailment is 
recouped. 

Delaware offers an example, I believe, if there is any correlation 
between the funds made available to the program and the efficiency 
the program attains. In fiscal 1951, 10 years after its program went 
into operation, the Federal share was $128,445 and the State share was 
$65,000 (or a 69 percent Federal contribution), and 433 persons were 
rehabilitated; in fiscal 1952, the Federal share was $125,000 and the 
State share was $69,500 (or a 64 percent Federal contribution), and 
440 persons were rehabilitated; in fiscal 1953, the Federal share was 
$126,216 and the State share was $69,000 (or a 65 percent Federal 
share), and 447 persons were rehabilitated. In fiscal 1954 the Federal 
share is estimated to be $117,618 and the State share is $71,000 (or a 
62 percent Federal share). 

These figures exclude grants to aid to the blind. 

Our projection of the formula in S. 2759 indicates that the Federal 
share for basic rehabilitation services for fiscal 1955 will be $105,891 ; 
for fiscal 1956, $83,894, and for fiscal 1957, the minimum figure of 
$50,000. In each instance, also, a steadily increasing amount of State 
funds will be required to earn a lesser amount of Federal funds after 
1957. 

We obviously have no indication of the State’s capability as to any 
of these future years, and we have no information as to intentions 
for any other Federal plans, such as the shifting of funds within the 
program, supplemental appropriations, and like measures, which 
would indicate that the impact we foresee will be cushioned. We, 
therefore, must necessarily anticipate that these projections, if they 
are correctly computed, will demand staff and facility curtailments, 
with a resultant extreme decline in efficiency and in the total number 
of the handicapped who can be benefited, with no assurance that the 
present level can be reestablished. 

A financing formula is obviously required for the conduct of a 
program of this type, and many will undoubtedly be suggested during 
the course of the hearings before this committee and the committee 
of the other House. 

I would merely urge that deep consideration be given to these 
proposals, 

In my judgment, any plan of financing should assure that no State 
will receive fewer Federal dollars than it now receives, provided it 
maintains its own contribution, and merely for the purpose of pre- 
venting depreciation in or detraction from the program at the present 
level, and that is the one particular point that I want to direct my 
remarks to. 
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It should also be specifically encouraged to expand its own pro- 
gram—that is, the State—so that its reliance upon the Federal share 
will steadily decrease; and it is my belief that the States will be 
encouraged to adopt this latter course provided they are not dis- 
couraged by a sudden and immediate curtailment of the basic Federal 
support, which we believe we foresee in this formula. 

Thank you very much. 

Senator Purrett. Thank you very much, Congressman. 

I can see your State has an outstanding record in this field, as it 
has in many other fields. 

Mr. Warsurton. We are very proud of it. 

Senator Purreit. And I can assure you the suggested formula will 
be very closely examined and reexamined. 

Mr. Warpurton. Thank you, sir. 

Senator Purreiy. I want to thank you on behalf of the committee 
for appearing before us and helping us. 

Senator Lehman. 

Senator Lenman. I have no questions. I just want to thank the 
Congressman for his very good statement. 

Mr. Wareurron. Thank you, Senator. 

Senator Lenman. I think the figures on page 3, giving the Federal 
grants in comparison to the State grants and the series of years and 
the projected result of the new formula, are most interesting. 

Senator Purreti. Yes; they are. 

Mr. Wareurton. We attempted, sir, to use those as an illustration 
of the one danger we are concerned about. We are just concerned 
that a depreciation will immediately result that we, ourselves, are 
not able to pick up; and I might point out in that respect over the 
period of years since 1939, at which time we started 7 a Federal 
grant alone, plus private contributions, of $5,000—that is, $5,000 from 
the Federal Government at the beginning of the program—we have 
had a general steady average of the Federal amount depreciating 
while the State amount rose, you see, but we can’t take over a tremen- 
dous sudden increase on the part of the State immediately and we 
don’t know when we would be able to do so. It is a question of a 
gradual working up to that point. 

Senator Purreit,. Your testimony shows you may be proud of the 
tremendous job you have done in this rehabilitation field. 

Mr. Warsvrron. Thank you, sir. 

Senator Purrert., And certainly we don’t intend to do anything 
to interfere with that work you are doing. 

Mr. Warsurton. I appreciate that, Mr. Chairman, and I appre- 
ciated it from the remark the chairman made to my distinguished 
friend, Mr. Potter of Michigan, a few minutes ago when he indicated 
that is not the intention of the committee, and we certainly appreciate 
it 1s not. 

Senator Purreti. Thank you for coming. 

Mr. Warsurton. Thank you, sir. 

Senator Purreti. Our next witness is Mr. Walter J. Mason, mem- 
ber of the national legislative committee of the American Federation 
of Labor. 

We are very happy to have you with us this morning, Mr. Mason. 
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STATEMENT OF WALTER J. MASON, MEMBER OF THE NATIONAL 
LEGISLATIVE COMMITTEE OF THE AMERICAN FEDERATION OF 
LABOR, ACCOMPANIED BY DR. 0. ANDERSON ENGH 


Mr. Mason. Mr. Chairman, my name is Walter J. Mason, member 
of the national legislative committee of the American Federation of 
Labor. 

Senator Purrett. May I interrupt a moment ! 

Is it your intention to read a complete statement or do you wish that 
to be inserted in the record and summarized / 

You may do whichever you wish to do, 

Mr. Mason. I prefer to read the statement, Mr. Chairman, because 
we are very much interested in the subject. 

Senator Purrett. We are very happy to have you read the state- 
ment. 

Mr. Mason. I have here with me, Mr. Chairman, Dr. Anderson 
Engh from the Anderson Rehabilitation Center in Arlington, Va. 
Because of Dr. Engh’s wide experience in this field and the splendid 
work that he has done in rehabilitation, I thought he might be of help 
to the committee. However, we requested time for him and I under- 
stand you have a full schedule today. So I agreed to allot part of my 
time to hin, if it is agreeable to the committee. 

Senator Purrety. Then you would like to have the doctor testify 
now ¢ 

Mr. Mason. He will only take a few minutes. 

Senator Purretn. We will be very happy to have him testify when- 
ever you wish. 

Mr. Mason. I think you could testify first, if you will. 

Senator Purtetn. Doctor, we would like to have you testify. 

Dr. Eneu. I thank you for the opportunity to testify. 

I am an orthopedic surgeon, which means I do bone and joint work. 
I have been in this field for about 20 years. 

I haven’t prepared any definite statement. I made a few notes to- 
day. After listening to my two predecessors here, I feel it would be 
unnecessary for me to state some of the things that I had planned 
to say. 

In orthopedic surgery, we deal with bone and joint disturbances. 
We also handle the polios and the spastics and those people injured 
at work, people injured in automobile, airplane accidents, and take care 
of congenital deformities. 

So, you see, we are dealing with a great group of individuals which 
require rehabilitation. However, my interest is a little greater than 
that. 

About 14 years ago I bought 4 acres of ground across the river over 
in South Arlington. I bought it because I felt that I wanted to do a 
little rehabilitation. My interest in that has grown. About 3 years 
ago the people in our area, with free labor ‘and materials, built a 
hospit: al, 

Yesterday we had ground-breaking ceremonies for a large addition, 
which will be called the rehabilitation addition. That addition will 
be probably twice as large as our present hospital and it will be five 
stories in height and will be in the shape of a Y. 

That also is being done with free labor and materials. The labor 
is going to be given to us through the Trade Council of the American 
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Federation of Labor, and we are very happy of their interest and 
the support people give. 

am also interested because I am the orthopedic consultant for 
United States Public Health in this area, and we get many patients 
who are compensation cases, and they in many instances require 
rehabilitation. 

I am particularly interested because we are doing a pilot plan study 
for the Bureau of ‘Employees’ Compensation, which deals with civil- 
service employees. That is being done at this present time. 

We are learning a great deal from this pilot plan study. 

We felt that a pilot plan study in a demonstration area was neces- 
sary in order for us to come to some real conclusions concerning the 
value of rehabilitation. 

I wish to state that rehabilitation in our experience in this pilot 
plan study is proving of real value. 

We feel that money should be expended for rehabilitation. 

We can see some faults in it, but the advantages of it are very great. 
There is no question about the economic advantages. 

I want to pose some problems that come up to us, and I am sure 
will come to the legislators, concerning these bills. 

When I speak of the orthopedic disabilities, which are tremendous 
in number, I am not even taking into consideration many other dis- 
abilities. For instance, the cardiacs m: ake up a large number of pa- 
tients. The arthritics are probably twice as many as the cardiacs, 
and I would say they go into many shaineetilie, probably millions. 

If you want to put your psychosomatic cases in that group, you are 
going to have many, many more. 

So, if you see you are going to do rehabilitation completely, you 
have something which is very expensive, and it is unlimited. It will 
require constant expansion in the future, so that it means you must 
use good judgment in any appropriations that are made. 

I feel there ange be an increase in appropriations, however. 

Now, when we attacked this problem over at the Anderson Ortho- 
pedic Hospital or the Anderson Orthopedic Rehabilitation Center, 
we felt we should draw up some plans for the future as to what would 
constitute the best type of rehabilitation program, and I made these 
notes : 

That a rehabilitation center should be nonprofit. 

It should be a chartered and incorporated institution in the State or 
the District. of Columbia. 

It should be a combination of outpatient hospital, domiciliary, and 
vocational or trade-school components. 

By outpatient, I mean patients who are coming in that can be re- 
habilitated. They naturally won’t cost as much as the patients who 
have to be hospitalized. 

Hospitalization is very expensive. You can’t rehabilitate many 
patients who have to be hospitalized. Only those who are most seri- 
ously involved should be hospitalized. 

Therefore, I recommend a domiciliary type of care and there is no 
reason in the world w hy many of these patients can’t receive domi- 
ciliary care, which is much cheaper. That can be done on a cooper- 
ative basis. Many of those patients can help themselves. Many of 
them could go to the cafeteria. Many of them can help the patients 
who are receiving hospitalization. 
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I also included in here the vocational section or trade school. In 
our plan at the Anderson Rehabilitation Center one wing of that Y 
will be used as a trade school. Now, you probably w onder why you 
should have a trade school linked with a hospital in doing rehabilita- 
tion. Well, it is from the standpoint of economy. In the “trade school 
you ought to have normal individuals—in fact, the preponderance of 
normal individuals—so that your handicapped patient can get the 
benefit of it. If you don’t do it that way, the cost of taking care of 
those handicapped patients is going to be tremendous, because you 
will need a large number of instructors; you will need a large amount 
of equipment. 

I would say that to run the program properly you would probably 
need 200 to 300 outpatients; you would need about a hundred in- 
patients requiring domiciliary care or hospitalization, and you ought 
to have a trade school in which you have 300 or 400 people. 

This trade-school idea arose at the Woodrow Wilson Hospital in 

Staunton, Va. I think it is a good one. We feel it would be better 
placed in a metropolitan area because many of the patients don’t 
care to travel 160 miles away. I don’t mean to criticize Woodrow 
Wilson Rehabilitation Center because I think it is an excellent center 
of its particular type, but I believe a rehabilitation center is better 
located in a metropolitan area because that is where you can have a 
trade school. You have ease with which your outpatients can get 
to it. You get the satisfaction of the families of the individuals. 
It is hard to get people to go 150 to 200 miles away from their home. 

So, I feel that combination of outpatient hospital, domiciliary care, 
and trade school is essential for doing it at a reasonable rate. 

I feel that volunteeer functions are important. 

Now, in what we have over there at the Anderson Orthopedic Re- 
habilitation Center we have the entire community interested. I am 
sure you can appreciate that because we would have never had the 
hospital built with free labor and materials unless we had the whole- 
hearted cooperation of the community. They provide transporta- 
tion. They help in the rehabilitation center. In fact, our women’s 
auxiliary, the Gray Ladies, the Red Cross, and others offer help in 
rehabilitation which cuts the cost down tremendously. 

I feel that the hospital should be approved by a board of accredita- 
tion. 

Now, our hospital is approved by such a board. It isn’t wise to 
try to run any rehabilitation project unless you have accreditation 
by accepted groups, such as the American Medical Association and 
others. 

I feel the rehabilitation center should be designed to rehabilitate 
all types of patients. 

At the present time we are rehabilitating orthopedic patients. I 
feel that is very uneconomical. For that reason, we are going to take 
all types of patients into our center. 

Now, I frequently mention our own center. From what I have 
described, it probably would appear to you that we are very well 

satisfied the way things have been going. We are satisfied, except for 
this problem: There are many patients who require rehabilitation, for 
which there is no money for their room and board. 
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Yow, we are willing to do free work for patients who can’t afford 
it. We feel, however, that the doctors who do that type of work can’t 
do all free work and there must be some agencies that should pay the 
doctor for work which is not given to indigent patients. 

Specifically, we need some money to be able to pay the room and 
board of patients who come in. We would like to be able to do more 
than we are doing right now. 

For the Bureau of E mployees’ Compensation we are taking in 4 
patients at the present time. The Bureau of Employees’ Compensa- 
tion couldn’t afford to send in more patients. 

There has to be an appropriation somewhere to do this job right. 

I would like to request that the committee give some consideration 
to using the Anderson Orthopedic Center as a pilot-plan study. I 
think we are deserving of it because we have not asked the Govern- 
ment for any money in the past. We have proved we can do the job 
in an economical manner. 

We feel you need a pilot-plan study so you can proceed with some 
of the needs in rehabilitation in the future. There is a great deal to 
be learned from a pilot-plan study. 

Senator Purrei. May I interrupt a moment, Doctor ? 

Unfortunately, official business requires my presence elsewhere, so 
I must leave; but I assure you all the testimony will be very carefully 
read and digested by all members of the committee. Others members 
of the committee are at other meetings, I am sure, this morning. 

So I am going to turn the meeting over to my colleague, Senator 
Goldwater, from Arizona. 

Senator Goldwater. 

Dr. Eneu. I would like to suggest the use of the Anderson Re- 
habilitation Center as a demonstration center or pilot-plan center for 
other reasons. In this area we have the Federal Office of Vocational 
Rehabilitation. They can keep their eye on what is being done. They 
can advise us. 

In this area we have the Federal offices of the American Federation 
of Labor and, as I said before, the American Federation of Labor is 
intensely interested in what is being done. They can also help us 
and advise us in our problem. 

In this area also we have United States Public Health and I feel 
that United States Public Health has an interest in what is being 
done. 

The fact that we are located only 15 minutes away from the Capitol 
will make it possible for all these agencies to give reasonable con- 
sideration to the value of a pilot-plan study. 

Now, as I have said before, this may appear selfish on my part in 
asking it, but I feel I am justified that by virtue of what we have done 
in the past and anything that we do over there is essentially for the 
purpose of making rehabilitation work better. 

I thank you. 

Senator GotpwatTer (presiding). Do you have any questions, Sena- 
tor Lehman ? 

Senator Lenman. May I express my regret that I have to leave to 
attend another meeting. I would like to hear the other witnesses, but 
I simply have to get to this meeting. 

I assure you I will read your testimony with a great deal of interest. 
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Mr. Mason. Thank you, Senator. 

Senator Gotpwater. You may proceed, Mr. Mason. 

Mr. Mason. Mr, Chairman, this session of Congress will consider 
nothing more important to the well-being of America than a program 
to restore to its physically handicapped “the dignity of fully produc- 
tive and self-reliant life. In no other field are the opportunities 
greater for constructive action to increase America’s productive re- 
sources and to improve the welfare of its citizens. 

America’s handicapped citizens have been the subject of many past 
congressional hearings. Yet, the action that has followed from these 
hearings has been in: adequate and far too meager. We hope that this 
time it will be different. 

It is our hope that this session of Congress will enact comprehen- 
Sive, constructive legislation to truly help restore to active productive 
community life the millions of handicapped persons needing assist- 
ance today. 

Over many years Congress has given much attention to the problems 
of conservation. This proper concern of the Nation’s legislative body 
with conservation and proper development of our country’s natural 
resources has covered a wide range of problems and has resulted jn a 
variety of programs, but it is fair to say that more action has been 
taken by our Government in the past to assure conservation of wild- 
life alone than to help conserve our most precious possession— 
America’s industrial manpower. 

The few existing programs scattered and uncoordinated among the 
several agencies of our Government provide only a limited and super- 
ficial degree of recognition to a problem which looms large in the mod- 
ern industrial life of our country, the problem of physic: ully handi- 
capped workers and of bridging the gap which separates them from 
self-reliant, productive, useful employment. 

Current studies indicate that our economy sustains a loss of over 
250,000 workers annually through disablement because of disease or 
injury. 

These homefront casualties are staggering. A very high propor- 
tion of them are a permanent loss to the economy, because the rate of 
rehabilitation is extremely low. 

Much of this loss is unnecessary. The vast majority of workers now 
deprived of means to overcome ‘their disability or to secure employ- 
ment opportunities can be readily brought back within the ranks of 
productive wage earners. 

In 1952, according to the Department of Labor figures, 2,031,000 
workers were injured in occupational accidents in industry. 

The immediate loss of productive time directly resulting from in- 
dustrial injury is estimated to have totaled 41 million man-days in 
1952. However, in 15,000 cases, the injury was fatal and in 84, 000 ad- 
ditional instances injury resulted in some permanent disability. 

Considering their total effect, these 1953 industrial injuries will 
cause a total production loss of approximately 206 million man-days, 
or more than 8 times the economic loss caused by all 1953 work stop- 
pages. 

These figures establish the tremendous size of the problem of con- 
servation of industrial manpower arising solely from employment- 
connected injuries in industry and trade. 
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Apart from the loss to industrial production, we also have to con- 
sider the loss of income to the wage earners resulting from occupa- 
tional injuries. Last year the wage loss due directly to accidental 
injuries sustained while at work amounted to $1 billion. 

This represents the cost to the wage earners of the wage loss alone 
and does not include the heavy additional cost of medic al expense 
and other outlays necessitated by disability. 

But the problem with which we are concerned is even greater. 
Disability and physical handicaps result also from injuries sustained 
in the accidents occurring on the highways, in the homes, and from 
other occupational causes. 

When we consider that the total annual accident toll in the United 
States exceed 9.5 million people with over 350,000 persons suffering 
permanent impairments as the result of accidents, we begin to realize 
the enormous scope of the nationwide problem which we must endeavor 
to resolve. 

We are confronted today with a situation that can only be described 
in terms of a crisis. A few more statistics make this quite clear. The 
estimated number of handicapped individuals in the United States 
ranges as high as 28 to 30 million. Of this total, about 7 million are 
severely disabled, being from 60 to 100 percent handicapped. 

While these figures are only estimates, there is little doubt that fully 
2 million of this total are individuals who are today unable to work 
fully as a result of a disability and who, at the same time, could be 
fully employed if they received proper vocational rehabilitation 
services, 

This is the situation confronting the country at the present time. 

However, each year this problem intensifies. During 1953, for 
example, there were 2 million disabling work injuries; “there were 
1,350,000 injuries as a result of motor vehicle accidents; there were 
2,150,000 injuries as the result of nonmotor vehicle accidents; and 
there were 4,200,000 disabling i injuries in the home. 

Of course, not all of these injuries were serious or caused serious 
disabilities. The most accurate estimate is that 250,000 individuals 
each year suffer disabilities sufficiently serious to put them in need 
of vocational rehabilitation services. Yet, as President Eisenhower 
pointed out in his special message of January 18, only 60,000 of those 
disabled are returned each year to lead a normal life. Moreover, the 
disabled have to wait many years before they can be given proper 
attention by the Nation’s program for vocational rehabilitation. 

It is easy to see that our budget for the handicapped is desperately 
out of balance. 

This is a shockingly low mark of progress in the Nation’s effort 
to conserve and dev elop human skills and to enable willing and eager 
persons to become productive and self-supporting members of the 
community. 

Our first and foremost need is to greatly strengthen the machinery 
established by States under w orkmen’s compensation laws and to inte- 
grate the necessary medical care with vocational training, education, 
and other means for the industrial rehabilitation of the handicapped. 

Let me point up the urgency of this need by citing from a recent 
article by Dr. Alexander ‘Aitken, published in a medical journal in 
September 1952, entitled “The Need for Adequate A fter-Care in Com- 
plete Rehabilitation of the Disabled” 
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In 1951, 4,430 persons injured on the job while under workmen’s compensation 
were returned to work under the Federal-State program of vocational rehabil- 
itation. The average time lag between injury and referral to the vocational 
rehabilitation agencies, however, was 7 years. The economic loss to the patient 
and to the community in these cases was tremendous. 

Let me emphasize that the time lag of 7 years is not the maximum, 
but the average time it took in 1951 to bridge the gap between the time 
of the disability due to injury and the referral to the vocational re- 
habilitation agency. 

A 7-year break in the productive life of a wage earner is wasteful 
and unnecessary. It not only means often a loss of skill due to lack 
of practice in productive experience, but also a loss of confidence on 
the part of the injured worker in his ability to resume his place in the 
community as a useful and productive member. 

When we find that even in the more advanced industrial States 
the time lag between injury and rehabilitation is from 1 to 3 years 
for as much as 50 percent of the injured workers, we must agree that 
firm leadership is needed to bring rehabilitation services within the 
reach of the worker as soon after injury as possible. 

In addition, a number of other critical problems have arisen, The 
present Federal-State system of administration has not proved to 
be an effective mechanism for handling aid to the handciapped. The 
many agencies of the Federal Government concern themselves in one 
way or another with handicapped workers, not with a positive program 
for the handicapped. No group has been given the responsibility and 
resources to develop a comprehensive program embracing all the many 
aspects of this problem—medical services, education, training, financial 
assistance, and job placement. 

Today’s situation cries for new, bold, and vigorous action to estab- 
lish a comprehensive well-rounded program for the physically handi- 
capped. It is this committee’s responsibility to start such a program 
on its way. 

The committee has been presented with two alternative proposals. 
These alternatives are represented by 2 bills now before the committee, 
S. 2759 introduced by the chairman along with 2 other members of this 
committee, and S, 2570 introduced by Senator Murray for himself 
and 19 other Members of the Senate. 

Senator Smith’s bill (S. 2759) is designed to give effect to the recom- 
mendations made by President Eisenhower in his special message of 
January 18. The bill amends the Vocational Rehabilitation Act to 
authorize increased grants-in-aid for States to expand their rehabilita- 
tion services. 

It is our considered judgment that the program set forth in this 
bill is wholly inadequate. It is aimed at raising the rate at which re- 
habilitation services can be made available for the physically handi- 
capped from 60,000 annually to 70,000 for fiscal 1955, and eventually 
to 200,000 by fiscal year 1959. 

Although this increase may on the surface appear impressive, the 
basic fact remains that this proposed legislation has set its sights 
too low. 

The Secretary for Health, Education, and Welfare came before this 
committee in support of this legislation. She argued most persua- 
sively when she pointed out the problems and needs of America’s 
handicapped. Her testimony graphically depicted the 2 million people 
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currently in need of rehabilitation. Her testimony was accompanied 
by charts showing the age, the cause of disability, and the present 
status of the 2 million individuals in need of rehabilitation. Yet, the 
program which she advocates would leave these 2 million stranded 
with no hope or rehabilitation, for the plain fact is that the goals set 
by the sponsors are not even sufficient to take care of the number of 
new cases which develop each year. 

We see no justification for such an inadequate program. Certainly, 
considerations of cost are not a limiting factor. The Secretary’s 
testimony eloquently made this clear by pointing out that a program 
for the handicapped more than pays for itself in terms of increased 
income-tax payments and lowered payments for public assistance. 

Under these circumstances, there is no reason why the Congress 
should not move forward with a program that will not only enable 
us to keep up with the rate at which new disabilities occur but also 
allow us to take care of the enormous backlog which has developed 
from the deficiencies of the past years. 

We have a number of other objections to the bill which may be 
— arized as follows: 

The bill neglects many aspects of aid to the handicapped. Among 
the: critical problems which it completely ignores are the following : 

The need for special services including financial assistance to the 
blind, totally disabled, and severely handicapped ; 

Necessary assistance to wor kshops, cooperative enterprises, and spe- 
cial business establishments to assist the physically handicapped; 

The removal of obstacles to hiring handicapped workers; 

Improvement in the practices of the Federal Government in hiring 
handicapped workers; and 

The more effective organization of the Federal Government’s func- 
tions in this field. 

The bill includes a new formula for allocating Federal grants- 
in-aid which would be inequitable in its operation. While this new 
formula strives to be mathematically precise, it is extremely cumber- 
some. 

There seems to be no special urgency for overturning the present 
system. 

In addition, we are struck by the fact that under the proposal sev- 
eral of the States would actually receive less money from the Federal 
Government for rehabilitation services in fiscal year 1955 than they 
are receiving for 1954. 

This certainly seems to be an unusual way to embark on a program 
for increased Federal grants-in-aid. 

The bill contains no requirement that the applicable standards 
of health, safety, and labor laws be applied to any productive activ- 
ities arising out of the vocational-rehabilitation program. 

It is essential that the various rehabilitation activities, including the 
operation of rehabilitation centers and workshops, be made to conform 
to the standards and requirements of existing legislation. Stand- 
ards of compensation and conditions of employment for such activities 
should be spelled out in the law. 

The bill provides a great deal of latitude to the States in desig- 
iating the particular State agency to administer the vocational-re- 
habilitation program. 
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As a condition of Federal aid, standards of administration should 
be prescribed. In our opinion, the only State agency properly 
equipped to administer this program in the most effective manner is 
the State labor department. 

For these reasons the American Federation of Labor cannot en- 
dlorse S. 2579. We do find, however, that S. 2570 meets many of the 
objections we raise and provides at the same time a far more compre- 
hensive approach to the problems of the handicapped. It includes 
provisions for the following: 

1. Establishment of an independent agency, the Federal Agency 
for Handicapped, based for housekeeping purposes in the United 
States Department of Labor, to coordinate all the Federal Govern- 
ment's programs for the handicapped. 

Federal assistance in establishing and financing sheltered work- 
san assistance to homebound persons, and individual business enter- 
prise programs to assist the severely handicapped. 

Federal assistance in establishing and financing rehabilitation 
cuniteri and cooperative enterprises to assist handicapped workers to 
the point where they can accept competitive employment. 

4. Requirement that all rehabilitation centers and activities observe 
all applicable regulations, laws, or standards governing health, safety, 
wages, hours, and working conditions. 

5. Establishment in the Civil Service Commission of a division for 
the handicapped to make certain that handicapped workers are given 
pe opportunity for Federal employment. 

Amendment of the Wagner-Peyser Act establishing the United 
Sti shes Employment Service, which would assign to that agency more 
specific legislative authority to provide counseling and placement 
services for handicapped workers. 

The adoption of this would demonstrate that the Federal Govern- 
ment means business in dealing with this problem. It puts the full 
weight of the Federal Government behind an attack on the many dif- 
ferent obstacles that have kept millions of handicapped individuals 
from making their full contribution to the American economy. 

The American Federation of Labor, from its very inception and 
down to the present day, has led in the development of programs that 
would provide both the preventive and the needed remedies to this 
foremost national problem. 

There is no need for me to recite all that the American Federation 
of Labor has done over the years through successful campaigns for 
effective factory inspection laws, safety legislation, State workmen’s 

compensation laws, as well as Federal programs designed to further 
vocational training and assist in vocational rehabilitation of the han- 
dicapped. 

Through our work in the wartime manpower program and more 
recently our participation in the National Labor-Management Man- 
power Policy Committee, we have pressed hard for the elimination of 
discrimination against the handicapped in employment and for the 
adoption of a variety of programs which would help speed rehabili- 
tation of the handicapped and the expansion of employment oppor- 
tunities for them. 

In 1949 the American Federation of Labor established a subcom- 
mittee of its standing committee on education to reexamine the entire 
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problem and review the whole range of remedies needed to improve 
placement and training, as well as ‘medical and other rehabilitation 
services to the handic apped. Our approach to the problem, therefore, 
is the result of close and careful study over a period of years in which 
the federation has heavily drawn upon the knowledge and experience 
of its affiliates and its State and local organizations. 

Of special concern to us is the manner in which Federal responsi- 
bilities can be exercised in order to relate more closely the various 
Federal activities and to assure their effective performance ? 

There is today a crying need for the unified handling of aid to 
the handicapped workers which would make possible vigorous leader- 
ship and adequate servicing of the workers’ needs. Under the present 
system there is no such coordinated program. More than 33 units of 
the Federal Government are charged with some measure of responsi- 
bility for the various phases of the Federal program for the handi- 
capped. 

We ask that a single central agency for the handicapped be estab- 
lished in the Department of Labor in which the major activities and 
programs of the Federal Government dealing with aid for the handi- 
capped, their vocational rehabilitation and other related problems 
would be consolidated. 

We believe it would be unwise to set up such a bureau on an inde- 
pendent basis and, therefore, feel that placing it in the Department of 
Labor for household purposes only would not fully accomplish the 
object ive we seek. 

The function of rehabilitation of the handicapped for the purpose 
of useful and productive employment falls squarely within the scope 
of the Department of Labor, not only as a matter of economy but also 
of efficient administration. 

The agency for the handicapped should be established as a sepa- 
rate unit, but fully integrated with the rest of the Department of 
Labor. 

A proper cooperative relationship with other agencies of the Fed- 
eral Government concerned would assure effective functioning of such 
a unit within the Department of Labor. 

Equally great is the need to provide a measure of financial assist- 
ance to States unable to carry forward vocational rehabilitation 
programs at the present time. 

We support the establishment of a revolving loan fund for the pur- 
pose of extending loans to States. Such loans would enable States 
to carry on without interruption rehabilitation programs which con- 
form to the minimum standards established by the Federal agency. 

In some 25 States today either no effective programs are being 
maintained or services for the handicapped have been drastically cur- 
tailed because of the lack of currently available funds. 

We believe that a loan program, carefully supervised and conform- 
ing to sound standards of administration, would go a long way toward 
strengthening the State rehabilitation programs. 

In addition, we would favor loan aid to qualified groups or organ- 
izations to help maintain cooperative enterprises for the handic apped. 
This could become an important addition to the very limited facili- 
ties available today for useful projects providing opportunities for 
the vocational development of the handicapped. 
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The American Federation of Labor calls wpon Congress to pro- 
vide the urgently needed means for a strong and more effective pro- 
gram of assistance to the physically handicapped, and asks for an 

early establishment of an agency for the handicapped within and as 
a part of the Department of Labor. 

The growing inadequacies of the present State rehabilitation pro- 
grams must be overcome. The Federal share of assistance to the 
rehabilitation programs must be greatly increased. Deeply en- 
trenched prejudice against employing the handicapped must be 
broken down. 

Labor believes that great strides can be made in a short time in 
bringing about w idespread support, not only on the part of labor and 
the employers but also on the part of the whole community, toward 
speedy rehabilitation of the handicapped and greatly widened em- 
ployment opportunities for them by charging the Department of 
Labor with the responsibility for this vital national risk. 

Senator Gotpwarrr. Mr. Mason, we thank you very much for 
coming this afternoon. I am sorry that there are not other members 
of the committee present, but this day seems to be a particularly heavy 
day of committee work. This is the third one I have been to today. 

Mr. Mason. I want to thank you, Mr. Chairman and members of 
the committee, for the opportunity of appearing before the committee 
and to express the views of the American Federation of Labor on this 
very important subject. 

Senator Gotpwater. I would like to comment on the good work 
the American Federation of Labor is doing in my State of Arizona in 
this particular field. They have been pretty much the leaders out there 
and have done a good job. 

Mr. Mason. I want to thank you for that. 

Senator Gotpwater. Thank you. 

The next witness will be Dr. Glidden L. Brooks, medical director of 
the United Cerebral Palsy Associations. Dr. Brooks, it was nice of 
you to come today. We look forward to your testimony. You can 
testify as you desire, either from the prepared text or from notes. 


STATEMENT OF DR. GLIDDEN L. BROOKS, MEDICAL DIRECTOR, 
UNITED CEREBRAL PALSY ASSOCIATIONS 


Dr. Brooks. I should like to do seme combination, if I may. I would 
like to submit the prepared text and read excerpts from it in the 
interests of time. 

Senator Gotpwater. You may proceed as you desire and the pre- 
pared text will be made a part of your statement. 

(The prepared statement is as follows :) 


TESTIMONY PRESENTED ON BEHALF OF UNITED CEREBRAL PALSY ASSOCIATIONS 
GENERAL STATEMENT 


Mr. Chairman and members of the committee, I am Dr. Glidden L. Brooks, of 
New York City, N. Y., medical director of United Cerebral Palsy Associations, 
Inc. We appreciate this opportunity to present testimony on behalf of the 
cerebral palsied. 

United Cerebral Palsy Associations is a nonprofit membership corporation 
founded in 1948, the only nationwide organization devoted exclusively to a united 
attack on cerebral palsy. Its humanitarian work is supported by voluntary 
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contributions. The members, officers, and board of directors serve without con.- 
pensation of any kind. Its national headquarters are at 369 Lexington Avenue, 
New York City. 

United Cerebral Palsy comprises 200 affiliates, State and local organizations 
throughout the United States dedicated to making it possible for the cercbral 
palsied to take their proper places as participating members of the community. 

The term “cerebral palsy” denotes a complex and highly variable disturbance 
of function which is the outward reflection of damage to the brain. The most 
prominent reflection is disturbance of motion, although other functions mediated 
in the brain may also be affected, depending upon the location of the damage, the 
number of cells destroyed, and other complex factors. Such damage can be 
caused by any type of injury, or by failure of the brain to develop before birth. 

Most adults have learned as children to eat, walk, talk, and perform countless 
functions of everyday living quite naturally and almost automatically. This 
is possible because normal people, early in childhood establish delicately balanced 
control of their muscles so that they work together smoothly and efficiently. 
A person with cerebral palsy has suffered damage to the mechanisms which 
provide this delicate control. 

The appearance of a person so afflicted had often led the uninformed observer 
to the conclusion that the cerebral palsied individual is feebleminded. This 
affords an unthinkable injustice to the large numbers of cerebral palsied indi- 
viduals who are intellectually normal or superior. It is true, however, that 
others suffering from cerebral palsy have also sustained the additional handicap 
of impaired intellectual ability. 

One of the most difficult parts of the cerebral palsy problem is that of helping 
adults to become self-sufficient members of industry and society. Estimates 
indicate that there are some 550,000 persons in the United States who are suffer- 
ing from cerebral palsy. With unrelenting regularity about 10,000 babies are 
born with cerebral palsy annually, 1 every 53 minutes. The caselad of cere- 
bral palsy persons is growing steadily as attention is directed to the problem. 

According to the most authoritative evidence available there are approximately 
350,000 adults with cerebral palsy in the United States. A spot check leads us 
to believe that about 50,000 cerebral palsied adults are engaged in some sort of 
remunerative occupation. 

The responsibility for the employment rehabilitation of the cerebral palsied 
was assumed by the Federal Government but the Federal Government found 
itself incapable of meeting the need. In 1953 with the corporate income of the 
United States at the highest level in history and the total income of the Nation 
at a correspondingly high level, we were able to provide opportunities for only 
one-fourth of 1 percent for the adult cerebral palsied. These people needed 
work, wanted work, and many could be adjusted to the condition in their com- 
munities only by means of work. 

The most prosperous nation in the world at full industrial and economic 
capacity could provide employment for only 800 adult cerebral palsied through 
its governmental machinery. This record of providing employment rehabilita- 
tion to victims of cerebral palsy should give us pause and demands that vigorous, 
constructive action be taken to prevent its recurrence. 

We are, therefore, asking the Congress through this committee, to step into 
the breach and do something constructive for these truly forgotten men and 
women. 

As a physician, my primary medical background has been in pediatrics, which 
deals in the care of children. This is necessarily a forward-looking branch of 
medicine since what we are, in effect, doing, is helping to prepare children to be 
as effective adults as their health and their Nation will permit. Therefore, I am 
deeply concerned by one of the final stages of this whole process of growth and 
development of an individual, which is, of course, the ultimate fulfillment of his 
potential as a useful adult. This whole problem of vocational rehabilitation is 
very nearly the final phase of his preparation which we physicians begin in 
infancy and early childhood. It is disturbing to me to see this field receiving so 
little attention that it may well become a bottleneck which renders all that has 
gone hefore rather pointless. 

Employment problems of cerebral palsied stems from three major sources: 
(1) Limitations imposed on these people as a result of their physical and/or 
mental disabilities and emotional problems: (2) inadequate functional guidance 
and preparation for job placement: (3) resistance of employers to hiring the 
cerebral palsied because of their lack of knowledge of the true nature of the 
condition, their prejudice, or fear. 
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While the physical disability of other handicapped persons interferes with their 
prospects, guidance, and training, the situation for the cerebral palsied is intensi- 
fied because the multiple complexity of their involvement produces multiple 
disabilities in the same individual. 

The present limitations in the act in effect exclude the cerebral palsied from 
the benefits which Congress clearly intended for all the handicapped. 

It has been said, “Employment is Nature’s best physician—it is essential to 
human happiness.” To a person who has never known success but has been 
eategorical as atypical and looked upon by his family, his friends, and the com- 
munity as grossly unfit, and perhaps, unjustly, as feebleminded, a job assumes 
even greater importance than to the physically able. We know how destructive 
it is to a person to find he is rejected or pitied by his family and his peers, and 
finally to find his hopes and ambitions shattered when he discovers the sign “No 
Help Wanted” displayed for him without benefit of a fair trial. 

From the standpoint of national economy, it is far less costly to habilitate 
an individual and prepare him for even partial employment than it is to keep him 
as a public charge for a lifetime. Some cerebral palsied individuals have, 
through their performance, adequately demonstrated their ability to become 
self-supporting, contributing members of society. We are convinced that many 
more could, with additional preparation and opportunity, take their places in 
industry and enjoy, not only the benefit of economic status, but also the attain- 
ment of social acceptance and a personal satisfaction which comes from a sense 
of “helonging’”—of “contributing.” For his happiness and self-respect, every 
individual must have significant work to do, fitted to his individual capacity. 

The latest published statistics from the Department of Health, Education, 
and Welfare indicate that 892 cerebral palsied were rehabilitated in 1949; 819 in 
1950; 881 in 1951, and 809 in 1952. 

The Office of Vocational Rehabilitation of the Department of Health, Educa- 
tion, and Welfare has graciously cooperated by compiling for us two sets of 
figures which will vividly illustrate the plight of the cerebral palsied in his quest 
for aid. These figures, copies of which have been submitted, show first the 
number of cerebral palsied rehabilitated from 1945 to 1953, and second, the 
number of persons with cerebral palsy who have been rehabilitated and placed 
in jobs by States. 

The jobs filled range from unskilled to highly technical and professional. 
These statistics indicate that when the cerebral palsied has the opportunity for 
training and proper guidance through proper job placement, there is no doubt 
that he can make his contribution to society, not only in service, but incidentally, 
as a taxpayer rather than a public ward. 

Industrialist Louis C. Whiton, president of the Prat-Daniel Corp. of South 
Norwalk, Conn., who, as the first voluntary chairman of United Cerebral Palsy’s 
vocational guidance program, has pioneered in this field, maintains that we are 
not properly utilizing these hidden human resources of our society. He points 
out that among America’s cerebral palsied adults there exists an undeveloped 
potential asset to the industrial, business, and cultural life of the Nation. 

According to a letter received from Mr. D. H. Dabelstein, Assistant Director at 
the Office of Vocational Rehabilitation, dated December 16, 1953, a copy of 
which has been submitted to your committee, “the State rehabilitation agencies 
have also been shifting program emphasis toward serving larger numbers of the 
severely disabled.” He continues by saying: “As you know, rehabilitation of 
the severely disabled is very costly and difficult.” 

A pamphlet issued by the California State Department of Education, Bureau 
of Vocational Rehabilitation, says: ‘Many physical or mental handicaps can 
be removed through vocational rehabilitation services. Many others can be 
reduced to the point where they do not interfere with the work demands of a 
properly selected job. When the disability has been properly treated and the 
person properly trained for and placed in the right job, he can do that job as 
well as anybody. It’s not what a man has lost, but what he has left that’s 
important.” 

We are concerned with a serious disability which is much more difficult and 
expensive to approach with rehabilitation techniques than is the case with many 
other handicaps. It is obvious to us that a program inadequately financed will 
never reach down deeply enough into the reservoir of the handicaps to do much 

about cerebral palsy, but rather will be expended on the easier and more re- 
warding problems, Therefore, as we view it, the amount suggested by the 
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President for vocational rehabilitation of $28 million is not enough. It certainly 
should be closer to $50 million and perhaps $75 million. 

According to an article by Dr. Howard A. Rusk that appeared in the New 
York Times on Sunday, January 10, 1953, the Nation paid more than $430 million 
in 1952 for the disabled persons on public assistance rolls. In the same article 
Miss Mary E. Switzer, Director of the Office of Vocational Rehabilitation, noted 
that “if a proper program of rehabilitation is instituted, these workers will, 
during their working years, pay back in Federal income taxes $10 for every $1 
the Federal Government invested in them. 

I cannot overemphasize the importance of training of personnel for a well- 
rounded rehabilitation program. Certainly $1 million for training people to 
work with the cerebral palsied is necessary. 

It is difficult to arrive at figures for the support of productive research, How- 
ever, we suggest that $5 million should be invested in much needed research in 
the field of rehabilitation of the cerebral palsied. This was the amount that 
was determined as applicable in the case of research rehabilitation of persons 
afflicted with poliomyelitis. Cerebral palsy is as common a cause of disability 
and far more complex. 

We know firsthand that the cerebral palsied can be rehabilitated provided they 
are placed under the supervision of trained personnel. One of our affiliates, 
United Cerebral Palsy of New York City, has, with its limited facilities and only 
one person in charge of the program, placed 56 cerebral palsied persons in paying 
jobs in about a year and a half. That interesting record is submitted for your 
consideration. It is called Vocational Placement of the Cerebral Palsied, a brief 
Experience in Dealing with the Vocational Problems of 200 Cerebral Palsied 
Adults, and was prepared by Linn W. Curtis, vocational supervisor for United 
Cerebral Palsy for New York City. 

Some most interesting and informative pamphlets about vocational guidance 
for the cerebral palsied have been prepared by Dr. Frederick A. Whitehouse, 
former director of vocational rehabilitation for the Institute of Crippled and 
Disabled, and with your kind permission, I would like to submit them as part 
of this record. 

In his health message to Congress in January of this year, President Eisen- 
hower said: “Working with only a small portion of the disabled among our 
people, Federal and State Governments and voluntary organizations and insti- 
tutions have proved the advantage to our Nation of restoring handicapped per- 
sons to full and productive lives. 

“There are now 2 million disabled persons who could be rehabilitated and thus 
returned to productive work. Under the present rehabilitation programs only 
60,000 of these disabled individuals are returned each year to full and productive 
lives. 

“Rehabilitated persons as a group pay back in Federal income taxes many times 
the cost of their rehabilitation. 

“Our goal in 1955 is to restore 70,000 disabled persons to productive lives. 
Our goal for 1956 should be 100,000 rehabilitated persons, or 40,000 persons more 
than those restored in 1953. In 1956, also, the States should begin to contribute 
from their own funds to the cost of rehabilitating these additional persons. 
By 1959, with gradually increasing State participation to the point of equal 
sharing with the Federal Government, we should reach the goal of 200,000 re- 
habilitated persons each year.” 

Our reAsons for appearing before your committee are twofold: (1) To ask 
that sufficient money be appropriated to provide for the rehabilitation of the 
cerebral palsied: (2) That some sort of provision be included in the law to 
make sure that each State be required to develop a rehabilitation program not 
only for those who can be placed in employment within a short period but also 
for those whose rehabilitation will take a longer period and cost more money. 

I should like to conclude our presentation by pointing out that failure on the 
part of our Government to provide adequately for the rehabilitation of the 
cerebral palsied cannot be blamed on any public official. It can perhaps he 
traced to the fact that until recently public awareness of the magnitude of 
seriousness of the problem of cerebral palsy has not been sufficiently aroused. 
The growth of United Cerebral Palsy, whose sole concern is with the problems 
of this group of people, is evidence that the public is now beginning to face 
the deplorable facts which we have presented to you and further evidenced by 
the fact that we are here as a national organization, the first time that such a 
group has come before you to plead the cause of the cerebral palsied. 
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OFFICE OF VOCATIONAL REHABILITATION 


Number of persons with cerebral palsy rehabilitated, fiscal years 1945-53 


| | 
| Total num- | Number of Percent of 





Fiseal year ber rehabili- cerebral | total reha- 
tated palsied bilitations 
i | 
1945 3 41, 925 | 1 575 | 1.4 
1946 36, 106 | 2 492 | 1.4 
1947 43, 880 543 | 1.2 
1948 53, 131 | 841 | 1.6 
1949 58, 020 892 | 1.5 
1950 59, 597 819 | 1.4 
1951 66, 193 | 881 1.3 
1952 63, 632 | 809 1.3 
1953 | 61, 308 | 2816 1.3 
' 


! Based on 20-percent sample. 
2 Based on 50-percent sample in largest agencies. 


Source: Prepared by Division of Research and Statistics, Mar. 30, 1954. 


Number of persons with cerebral palsy rehabilitated, by State, fiscal years ended 
June 30, 1945-53 


State 1945 ! 1946 2 1947 1948 1949 | 1950 1951 1952 1953 2 

Total 575 492 543 841 | 892 | 819 881 809 | 816 
Alabama 25 10 7 21 16 13 14 14 | 14 
Arizona 5 0 0 3 4 2 0 2) 3 
Arkansas 5 S 1 11 4 8 8 5 4 
California 45 36 42 79 84 63 79 74 50 
Colorado 0 0 2 7 14 15 7 14 8 
Connecticut 25 12 10 16 19 15 26 | 24 22 
Delaware 5 4 2 0 11 5 6 3 | 5 
District of Columbia 10 11 8 14 7 4 6 4 4 
Florida 5 10 12 15 14 13 7 | 10 12 
Georgia 0 S 12 15 18 14 15 | 16 18 
Hawaii 0 1 1 1 1 0 0 | 4 1 
Idaho 0 3 2 8 1 0 2 0 5 
Illinois 25 18 21 39 54 36 34 46 46 
Indiana 5 7 15 19 24 26 25 34 38 
lowa 5 10 11 15 19 29 19 31 32 
Kansas 15 5 10 14 18 19 16 17 8 
Kentucky 10 2 4 12 8 4 4 Ss 8 
Louisiana 10 10 6 19 25 17 19 13 18 
Maine 0 0 5 4 7 5 4 4 3 
Maryland 5 Y ll ll | 14 ll 24 | 12 6 
Massachusetts 15 12 7 13 9 16 28 13 32 
Michigan 61 36 38 87 7 56 87 50 50 
Minnesota 30 18 16 10 22 15 22 21 34 
Mississippi 0 8 2 5 8 4 8 5 4 
Missouri 25 il 11 10 7 24 ll 16 14 
Montana 10 4 4 3 4 7 6 4 7 
Nebraska 0 1 5 16 19 13 13 20 18 
Nevada 0 0 0 0 2 0 1 3 0 
New Hampshire 0 l 3 2 0 0 5 2 1 
New Jersey 10 16 18 32 45 34 40 27 30 
New Mexico 5 1 3 1 5 3 1 3 1 
New York 79 28 49 79 61 64 68 54 62 
North Carolina 15 36 17 27 25 25 19 20 18 
North Dakota -- 0 7 2 5 6 1 6 5 5 
Ohio 25 32 30 32 26 42 33 | 22 28 
Oklahoma 10 10 15 21 12 16 23 17 22 
Oregon 5 8 10 3 4 15 13 10 12 
Pennsylvania 10 9 25 52 50 48 59 61 56 
Puerto Rico _- 0 1 4 10 3 5 0 1 0 
Rhode Island 0 0 0 1 3 9 6 7 5 
South Carolina. 10 6 4 s 10 5 2 6 6 
South Dakota 0 1 l l 4 3 2 2 5 
Tennessee 0 0 10 15 20 25 17 ll 16 
Texas 30 53 38 23 45 24 35 38 28 
Utah 0 2 1 8 7 7 s 7 5 
Vermont 0 1 2 3 5 1 7 1 3 
Virginia 5 2 10 12 12 14 8 10 s 
Washington 0 2 9 13 17 22 16 12 10 
West Virginia 0 4 7 | 3 6 | 7 7 | 5 10 
Wisconsin - _ . 30 14 13 19 15 ll 21 7 18 
Wyoming..... babe 0 0 2 4 2) 4 3 4 3 
AlSGRS. x: ..%-« —e —— ae o)--% i en ee 0 0 


Based on 20-percent sample. 
2 Based on 50-percent sample in largest agencies. 
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DEPARTMENT OF HEALTH, EpucaTION, AND WELFARE, 
OFFICE OF VOCATIONAL REHABILITATION, 
Washington D. C., December 16, 1953. 
Mr. Harry LYONS, 
Legislative Director, United Cerebral Palsy, 
New York, N. Y. 

Dear Mr. Lyons: This will acknowledge your letter of November 30, 1953, 
requesting information about the accomplishments of the Federal-State voca- 
tional rehabilitation program during 1951 and 1952. 

The total number of disabled persons served under the program decreased 
from 231,544 during 1951 to 228,481 in 1952. The number of persons reported as 
rehabilitated decreased from 66,193 in 1951 to 63,632 in 1952. The proportion 
of cerebral palsied among the rehabilitated group remained constant during this 
2-vear period—1.3 percent. The Federal appropriation for the program was 
$20.6 million in 1951 and $21.5 million in 1952, or an increase of $900,000. 

There are several reasons for the slight decrease in the number of persons 
rehabilitated. The inflationary costs of “cost-of-living,” salary adjustments for 
State agency personnel, and services purchased for disabled persons—such as 
hospitalization—more than offset the $900,000 increase in Federal appropriation. 
The cost of maintaining the national program per person rehabilitated was 
$514 in 1952 in contrast to $457 in 1951. Then, too, the State rehabilitation agen- 
cies have been shifting program emphasis toward serving larger numbers of 
the severely disabled. As you know, rehabilitation of the severely disabled 
is more costly and difficult. 

At the request of your Washington representative, we are sending you copies 
of our recent publications, under separate cover. 

If there is any further information you desire, please do not hesitate to 
eall upon us 

Sincerely yours, 
D. H. DABELSTEIN, Assistant Director. 

Dr. Brooxs. Thank you, Mr. Chairman and members of the com- 
mittee. 

Mr. Chairman and members of the committee. T am Dr. Glidden 
L. Brooks of New York City, N. Y., medical director of United Cere- 
bral Palsy Associations, Inc. We appreciate this opportunity to 
present testimony on behalf of the cerebral palsied. 

United Cerebral Palsy Associations is a nonprofit membership 
corporation founded in 1948—the only nationwide organization de- 
voted exclusively to a united attack on cerebral palsy. Its humani- 
tarian work is supported by voluntary contributions. The members, 
officers, and board of directors serve without compensation of any 
kind. Its national headquarters are at 369 Lexington Avenue, New 
York City. 

United Cerebral Palsy comprises 200 affiliates, State and local organ- 
izationus throughout the United States dedicated to making it possible 
for the cerebral palsied to take their proper places as participating 
members of the community. 

The term “cerebral palsy” denotes a complex and highly variable 
disturbance of function which is the outward reflection of damage to 
the brain. The most prominent reflection is disturbance of motion, 
although other functions mediated in the brain may also be affected, 
depending upon the location of the damage, the number of cells de- 
stroved, and other complext factors. 

The brain is a highly complex organ and anything that happens 
in it is apt not to have simple readily definable results. 

Such damage can be caused by any type of injury, or by failure 
of the brain to develop before birth. 

Most adults have learned as children to eat, walk, talk, and per- 
form countless functions of everyday living quite naturally and almost 
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automatically. This is possible because normal people with undam- 
aged brains establish delicately balanced control of their muscles so 
that they work together smoothly and efficiently. A person with 
cerebral palsy has suffered dam: ige to the mechanisms which provide 
this delicate control. 

The appearance of a person so afflicted has often led the unin- 
formed observer to the conclusion that the cerebral palsied individ- 
ual is feebleminded. His muscles are out of control. He may drool 
and his facial appearance may show contortions, and the like. This 
affords an unthinkable injustice to the large numbers of cerebral 
palsied individuals who are intellectually normal or superior. It is 
true, however, that others suffering from cerebral palsy have also 
sustained the additional handicap of | impaired intellectual ability. 

One of the most difficult parts of the cerebral palsy problem is 
that of helping adults to become self-sufficient members of industry 
and society. Estimates indicate that there are some 550,000 persons 
in the United States who are suffering from cerebral palsy. With 
unrelenting regularity about 10,000 babies are born with cerebral 
palsy annu: tally, l every 53 minutes. The caseload of cerebral palsied 
persons is growing steadily as attention is directed to the problem. 

According to the most authoritative evidence available there are 
approximately 350,000 adults with cerebral palsy in the United States. 
A spot check leads us to believe that about 50,000 cerebral-palsied 
adults are engaged in some sort of remunerative occupation. 

A certain number of these people must grow up and we must face 
the situation. People do not die of cerebral palsy. They die of 
something else, but they have cerebral palsy all their lives. 

The responsibility for the employment rehabilitation of the cere- 
bral palsied was assumed by the Federal Government, but the Federal 
Government found itself incapable of meeting the need. In 1953 
with the corporate income of the ae States at the highest level 
in history and the total income of the Nation at a correspondingly 
high level, we were able to provide opportunities for only one-fourth 
of | percent of the adult cerebral palsied. These people needed work, 
wanted work, and many could be adjusted, or to a decent life, or even 
a tolerable life in their communities, by having a job. 

The most prosperous Nation in the world at full industrial and 
economic capacity could provide employment for only 800 adult 
cerebral palsied through its governmental machinery. "This record 
of providing employment rehabilitation to victims of cerebral palsy 
eer give us pause. It demands that vigorous, constructive action 
be ts iken to prevent its recurrence. 

We are, therefore, asking the Congress through this committee to 
step into the breach and do something constructive for these truly 
forgotten men and women. 

There are about 350,000 in the country, and only about 50,000 of 
them have jobs, which, because their handicap is mild, they have 
been placed in by other agencies and the like, which leaves a backlog 
of 300,000, not all of whom are employable, but certainly more 
than 800. 

As a physician, my primary medical background has been in 
pediatrics, which deals with the care of children. This is neces- 
sarily a forward-looking branch of medicine, since what we are, in 
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effect, doing is helping to prepare children to be as effective adults 
as their health and their nation will permit. We are preparing the 
child for his potentialities and what the potentialities of the com- 
munity in which he lives can offer him. When a child is sick and 
we as pediatricians take care of him, we are looking upon him quite 
often as a potential adult. In a chronically ill child with cerebral 
palsy who is chronically ill, he has a permanent long-term disability, 
and the final phase, of course, or very nearly the final phase, is voca- 
tional rehabilitation so that he is able to get a job. 

One of the reasons why I am here today is it is very disturbing 
to me personally to see this field of vocational rehabilitation, espe- 
cially today in cerebral palsy, receiving so little attention that it is 
by way of becoming a bottleneck. It makes it rather pointless to 
spend hours of skill and time and considerable heartache on a child, 
seeing him through this and through that, and growing up with him 
and pointing him ultimately toward getting a job, and then finding 
a bottleneck just before the final goal should be obtained. 

While the physical disability of other handicapped persons inter- 
feres with their prospects, guidance, and training, the situation for 
the cerebral palsied is intensified because the multiple complexity 
of their involvement produces multiple disabilities in the same 
individual. 

He does not have just one thing wrong with him, but he has a 
number. 

The present limitations in the act in effect exclude the cerebral 
palsied from the benefits which Congress clearly intended for all the 
handicapped. 

It has been said, “Employment is nature’s best physician—it is 
essential to human happiness.” To a person like the cerebral palsied, 
who has never known success, but has been categorized as atypical 
and looked upon by his family, his friends, and the community as 
grossly unfit, and perhaps, unjustly, as feebleminded a job assumes 
even greater importance than to the physically able or people with 
lesser handicaps. We know how destructive it is to a person to 
find he is rejected or pitied by his family and his peers and finally 
to find his hopes and ambitions shattered when he discovers the 
sign “No help wanted” displayed for him without benefit of a fair 
trial. 

From the standpoint of national economy, it is far less costly to 
habilitate an individual and prepare him for even partial employment 
than it is to keep him as a public charge for a lifetime. Some cere- 
bral-palsied individuals have through their performances adequately 
demonstrated their ability to become self-supporting, contributing 
members of society. We are convinced that many more could, with 
additional preparation and opportunity, take their places in industry 
and enjoy not only the benefit of economic status, but also the attain- 
ment of social acceptance and the very important personal satisfaction 
which comes from a sense of belonging—of contributing. For his 
happiness and self-respect every individual must have significant 
work to do, fitted to his individual capacity. 

The latest published statistics from the Department of Health, 
Education, and Welfare indicate that 892 aaendl palsied were re- 
habilitated in 1949 ; 819 in 1950; 881 in 1951; and 809 in 1952. 
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The Office of Vocational Rehabilitation of the Department of 
Health, Education, and Welfare has graciously cooperated by com- 
piling for us two sets of figures which will vividly illustrate the plight 
of the cerebral palsied in his quest for aid. These figures, copies of 
which have been submitted attached to this testimony, show first the 
number of cerebral palsied rehabilitated from 1945 to 1953, and sec- 
ond, the number of persons with cerebral palsy who have been rehabil- 
itated and placed in jobs by individual States. 

You will note there is a figure of 800, or in some years somewhat 
more than 800, but never more than 900, which we mentioned earlier 
in the testimony. 

The jobs filled range from unskilled to highly technical and profes- 
sional. These statistics indicate that when the cerebral palsied has 
the opportunity for training and proper guidance through proper 
job placement there is no doubt that he can make his contribution to 
society—not only in the service, but incidentally as a taxpayer rather 
than a public ward. 

Industrialist Louis C. Whiton, president of the Prat-Daniel Corp. 
of South Norwalk, Conn., who, as the first voluntary chairman of 
United Cerebral Palsy’s vocational guidance program, has pioneered 
in this field, maintains that we are not properly utilizing these hidden 
human resources of our society. He points out that among America’s 
cerebral-palsied adults there exists an undeveloped potential asset 
to the industrial, business and cultural life of the Nation. 

According to a letter received from Mr. D. H. Dabelstein, Assistant 
Director of the Office of Vocational Rehabilitation, dated December 
16, 1953, a copy of which has been submitted to your committee— 

* * * the State rehabilitation agencies have also been shifting program emphasis 
toward serving larger numbers of the severely disabled. 
He continues by saying: 

As you know, rehabilitation of the severely disabled is very costly and difficult. 


A pamphlet issued by California State department of education, 
bureau of vocation rehabilitation, says: 

Many physical or mental handicaps can be removed through vocational re- 
habilitation services. Many others can be reduced to the point where they do not 
interfere with the work demands of a properly selected job. When the dis- 
ability has been properly treated and the person properly trained for and placed 
in the right job, he can do that job as well as anybody. It’s not what a man has 
lost, but what he has left that’s important. 

We are concerned with a serious disability which is much more diffi- 
cult and expensive to approach with rehabilitation techniques than is 
the case with many other handicaps. It is obvious to us that a pro- 
gram inadequately financed will never reach down deeply enough into 
the reservoir of the handicaps to do much about cerebral palsy, but 
rather will be expended on the easier and more rewarding problems. 
Therefore, as we view it, the amount suggested by the President for 
vocational rehabilitation of $28 million is not enough. It certainly 
should be closer to $50 million, and perhaps $75 million. 

According to an article by Dr. Howard A. Rusk that appeared in the 
New York Times on Sunday, January 10, 1953, the Nation paid more 
than $430 million in 1952 for the disabled persons on public assistance 
rolls. In the same article Miss Mary E. Switzer, Director of the Office 
of Vocational Rehabilitation, noted that : 
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* * * if a proper program of rehabilitation is instituted, these workers will, 
during their working years, pay back in Federal income taxes $10 for every $1 
the Federal Government invested in them. 

I cannot overemphasize the importance of training of personnel for 
a well-rounded rehabilitation program. Cert: inly $1 million for 
training people to work with the cerebral palsied is necessary. 

It is difficult to arrive at figures for the support of productive re- 
search. However, we suggest that $5 million should be invested in 
much-needed research in the field of rehabilitation of the cerebral 
palsied. This was the amount that was determined as applicable in 
the case of research in rehabilitation of persons afflicted with polio- 
myelitis. Cerebral palsy is as common a cause of disability and far 
more complex. 

Senator GotpwatTer. May I interrupt ? 

Dr. Brooks. Yes. 

Senator GotpwaTerR. How much is spent annually in research in this 
field ? 

Dr. Brooxs. In the whole field of rehabilitation ? 

Senator GotpwatTer. No, just in cerebral palsy; not rehabilitation, 
but to determine its causes and cure. 

Dr. Brooks. I will have to answer that with a paragraph instead of 
a sentence. 

Early in the testimony I pointed out that cerebral palsy was not so 
much a thing as it was a reflection of something that happens to the 
brain. Therefore there is a great deal of research which must go on 
in cerebral palsy, and it is tied in with our own research program. The 
United Cerebral Palsy, for example, concentrates somewhat with our 
emphasis being research of the brain, which is a better understanding 
of the nature of the brain, and how it wor ks, what its reactions are, and 
whether it repairs — or not, and so on. 

Another whole area of research which does not have the term “cere- 
bral palsy” in it as to do with prevention. You sometimes go rather 
far afield there. You may be familiar with the Rh factor business, 
which has to do with blood and the sensitivity of a mother to the in- 
compatibility of blood of the fetus. Actually, th at research, which 
was never supported by anyone recently interested in cerebral palsy, 
has probably paid off by giving a means of preventing a small segment, 
which is one of the effects of the blood inc ompatibility, which has an 
effect on the brain. By preventing incompatibility you prevent this 
from occurring, and so prevent cerebral palsy. 

So now United Cerebral Palsy is supporting currently activities 
in this field, and so on. 

I will not go on at great length. In terms of money which is ear- 
marked for cerebral palsy our own research program has now gotten 
up to the level of half a million dollars a year. That is money “spent 
by one voluntary organization, which is the major one interested in 
cerebral palsy. Other agencies and foundations contribute to re- 
search which has a bearing on cerebral palsy, and I would hestiate to 
give an estimate of it. 

A very important part of the Federal Government program is the 
American Institute of Neurological diseases and blindness. A very 
high percentage of the work being done at that institute in Bethesda, 
and which is being supported by their extramural grant program, has 
a direct bearing on cerebral palsy. 
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So I cannot give you a figure. 

Senator Gorpwarer. Thank you very much, 

Dr. Brooks. We at United Cerebral Palsy know first-hand that 
the cerebral palsied can be rehabilitated, provided they are placed 
under the supervision of trained personnel. One of our affiliates, 
United Cerebral Palsy of New York City, has, with limited facilities 
and only 1 person in charge of the program, placed 56 cerebral palsied 
persons in paying jobs in about a year and a half. . 

That interesting record I have here, and I would like to submit it, 
and if possible, have it made a part of the record. 

Senator Gotpwater. It will be received and made a part of the 
record. 

(The document entitled “Vocational Placement of the Cerebral! 
Palsied” is as follows :) 


[Printed and distributed by United Cerebral Palsy of New York City, Inc.] 
VOCATIONAL PLACEMENT OF THE CEREBRAL PALSIBD 


A brief experience in dealing with the vocational problems of 200 cerebral 
palsied adults, by Linn W. Curtis 


PREF ACI 


The report which you are about to read demonstrates how a combination of 
courage, great vision, professional skill, and the determination of clients can 
yield heretofore undemonstrated results. 

The courage and vision came from the conviction of the board of directors of 
United Cerebral Palsy of New York City, Inc., that every cerebral palsied person 
should be helped to achieve his or her greatest potential. To this end they 
created a guidance and placement service conducted by a qualified person with 
an excellent record of experience in the field. 

Hidden drives and interests were uncovered in the clients who applied to Mr. 
Linn Curtis, our vocational supervisor for help. As a result, frustrations were 
openly discussed and people were helped to utilize their energies constructively. 
The long, painstaking, delicate process of month after month of guidance and 
planning has yielded valuable dividends. You will read of the statistics and 
undoubtedly you will be satisfied that the effort has been judiciously expended. 

And yet, the statistics of numbers of guidance sessions, placements made 
weekly wages, gross annual earnings are only a small part of the real achieve- 
ment. It is impossible to describe or estimate the dynamic and thrilling changes 
in the lives of these new jobholders and of their families. Not only have these 
people finally, after a life of struggle and hopelessness, achieved almost com- 
plete self-sufficiency, but their families too have experienced the fruition of years 
upon years of tireless aftention to therapies, medical eXaminations, physical 
care, etc. Moreover, these families now see their cerebral palsied children not 
as dependent wards of society, but as self-respecting, self-providing citizens. 

The effort and funds that have gone into the vocational services to the cerebral 
palsied have paid inestimable dividends. And the continued expansion of thera- 
peutic, educational, and psychological services such as those currently supported 
by United Cerebral Palsy of New York City, Inc., will assure the best possible 
preparation of many cerebral palsied for a happy and productive life. 

UNITED CEREBRAL PALSY OF NEW York City, INC., 
Ropert I. Roein, President. 
Morris KiapPer, Hrecutive Director. 


SUMMARY oF FOLLOWUP Srupy OF GUIDANCE AND PLACEMENT AcrTIvrty From 
JuLy 1951 THRoUGH AprRiL 1955 
Submitted by Linn W. Curtis, Supervisor, Vocational Guidance and Placement 


Social workers, doctors, therapists, and laymen will all agree that persons 
afflicted with cerebral palsy are probably the most seriously handicapped people 
with whom they come in contact. There are, of course, a few cerebral palsied 
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persons Whose involvements are slight, but the great majority of persons having 
this disability are very exteusively disabled and therefore present large problems 
to those who try to assist them. Of the applicants coming to guidance and place- 
ment agencies, the cerebral palsied are at the end of the list of those to be con- 
sidered for jobs. This may be because of the enormous task involved in select- 
ing suitable employment fer these people and getting them ready to fill those 
jobs. Too frequently, neither staff nor time is available to spend on the count- 
less hours absolutely demanded to give the personal counseling, the careful vo- 
cational guidance the close attention necessary to prepare these people to go into 
gainful occupations. They cannot devote the time necessary to finding the jobs 
that are suitable for the cerebral palsied nor have they the time to do the visit- 
ing, talking, and educating of businessmen that alone can open the doors of 
employment to these heavily afflicted people. 

Recognizing that the problems of adult cerebral palsied people were a most 
important part of its responsibility, United Cerebral Palsy of New York City, ne., 
decided 2 years ago to start a program of vocational guidance and placement 
for the many persons who, they knew, needed such service. This program was 
a departure from the basic philosophy of the organization, which is to strengthen 
and support the various other facilities in the community for cerebral palsy 
and to encourage the inauguration of needed services by supplying supplemental 
funds for such undertakings. Since no group or organization in the com- 
munity, however, had made this their prime concern and since there seemed no 
prospect that this was to be done, a pilot program, designed to prove, first of all, 
that the cerebral palsied could be placed, and second, to work out techniques for 
accomplishing this purpose was initiated. Guidance and placement for the 
cerebral palsied only was the aim of the new program. 

Almost as soon as the program was started in July 1951, a constant flow of 
men and women with cerebral palsy in varying degrees, from mild cases to ones 
whose conditions were so severe that they must be classified as homebound, have 
come to us. Every one of the total of 202 who have applied in these 2 years, had 
an acute vocational problem. Many had not the slightest idea of what they were 
capable of doing; others had completely unrealistic ideas about what they could 
do; and there was another group which was simply not employable in a strictly 
competitive situation. Of course, there were those who were qualified for jobs 
within their capacities, but who needed help in getting to see the right people 
with an interpretation of their disability being made for them. 

Each man or woman, boy or girl, who has applied for help has been approached 
as an individual, for while cerebral palsy is common to all of them, each one is as 
distinctive an individual as is the able-bodied person. Each has his abilities and 
his shortcomings ; each has difficulties that arise out of his social environment and 
not from his disability alone: each has the same drives and urges as do all of us; 
each must be thought of as distinct in order that effective job counseling and 
guidance may result. 

Through the painstaking work that has been put into each case, many inter- 
esting and revealing things have come to light. In far too many instances, so 
many, in fact, that it might be said to be common to almost all, the parents of 
these applicants have not had the vaguest notion of how to prepare their children 
to deal with the real world. In their anxieties, their guilt about their afflicted 
children, they have so overprotected them as to cripple them emotionally, psycho- 
logically, and, above all, vocationally. The cerebral palsied, even when they are 
fully grown and presumably adult, are so overdependent upon their parents that 
it has become almost the first order of business to try to break down this check- 
mating attitude. Such things as a parent accompanying a 25-year old capable 
man to an interview has not been infrequent. These people, because of having 
been so sheltered that they have not been allowed to make their own mistakes 
through which a child learns, do not know how to conduct themselves with others. 
They do not know how to respond to questions put to them; they are ill at ease 
and often terrified in the presence of strangers; they do not know how to dress 
or groom themselves properly. They have never heard that it is essential to be 
on time for an interview, so they may be several minutes, hours, or even days 
late for an appointment. Above all, they cannot make decisions but must refer 
to their parents before committing themselves in any way. These and the deeper 
emotional problems of which they are mere symptoms frequently constitute far 
greater vocational handicaps than does the cerebral palsy condition itself. 

The picture, however, is far from being entirely black, dark as it may appear 
at times, for one of the most heartening things that has been learned from this 
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program is that, given sufficient time and the requisite skill for dealing with the 
cerebral palsied, some of the most emotionally and psychologically dependent 
persons are still able to break through the barriers which have hemmed them in 
during all their lives. They have been found strong enough in an amazing num- 
ber of instances, to begin to plan independently and realistically and even to get 
along independently without the constant stifling influence of too much parental 
supervision. 

To accomplish even a degree of self-sufficiency and then to direct that power 
toward productive goals ending in employment, demands all the skills and tech- 
niques known to counselors, and necessitates often the refinement of old ones 
and the devising of new ones. No other group of physically impaired persons pre- 
sents such a wide variety of problems. With one client everything must be 
spelled out in minute detail, and directions must be given in a most positive, 
almost authoritarian, manner. “When you go in for an interview, do exactly 
this, and this, and this.” No other method can be helpful to one who has relied 
on directions all his life. With another client, such an approach is all wrong; 
such a person responds only to the so-called nondirective method. He can be 
guided only through suggestions, never through directions. Just as each appli- 
cant is an individual, so the method of dealing with him must be highly in 
dividualized. There are no set patterns of procedure with the cerebral palsied. 

In almost every case, the counseling of a cerebral palsied victim takes much 
longer than does that for any other handicapped person. Only the most care- 
ful and gradual procedure can be used, for fear and deep insecurity—the two 
most powerful obstacles to be overcome—can only be conquered through the most 
eareful and gradual processes. Confidence in the counselor must first be 
achieved. Then, and only then, can self-confidence be induced to grow in the ap- 
plicant. This obviously cannot be accomplished in 2 or 3 meetings, but often 
takes a long, long time. In the cases of the 56 job placements made to date, it 
took an average of 7.09 intensive months to achieve the result. In some in- 
stances, to be sure, it actually took that long to find a job that was suitable for the 
applicant, but in most cases it also took that long to prepare the individual to 
apply for that job. 

Since so many of the most serious problems of the cerebral palsied arise from 
the lack of knowledge on the part of the families—fathers, mothers, sisters, and 
brothers—in how to deal with their afflicted relatives, it is very frequently neces- 
sary to bring these members of the family into the counseling sessions at one 
time or another. The person who is being counseled cannot make the essential 
changes in his point of view or his behavior, unless the people around him, who 
have been largely responsible for his failures, understand what must be done 
in order to lead the cerebral palsied one to a satisfactory adjustment to life 
as a useful, productive member of society. Often the greatest difficulties occur 
in trying to create an awareness on the part of the family members of the com- 
plicated situations which arise from having had to live constantly in the presence 
of a major disabling condition. 

In addition to such vital things as the proper understanding by families of the 
problems peculiar to the individual with cerebral palsy, we have had to deal 
with many of the practical matters of the daily routines which the nonhandi- 
sapped, for the most part, handle as a matter of course. Sometimes, it has been 
necessary to find suitable living quarters for a client. One young man, whose 
home environment became completely untenable, after the death of his mother, 
had to be completely relocated. This involved court action to remove the young 
man from the domination of a parent who was unfit to care for his son and finding 
a home where he could begin to build a decent existence. We worked with this 
particular case for almost a year from the time of the initial interview until 
the boy was satisfactorily settled in a foster home, which has proved to be 
exactly right for him, and to get him set up in a training program. Then there 
are causes where the client must be relocated so that he can get to his work with- 
out such great effort as to prevent him from doing that particular job. Other 
transportation problems must also be solved. 

Realizing very early in this program that one of the most effective means for 
inducing applicants to face work responsibilities and jobs in a realistic manner 
would be to expose them to people who were experts in the various work areas, 
we started a series of meetings for a group of young adults at which many kinds 
of occupations were presented. Men from such diversified fields as advertising, 
the paper-pulp industry, department stores, social work, physio and occupational 
therapy, medicine, electronics, and others, interpreted their fields and then 
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gave the group an opportunity to discuss how they might relate to that field. 
Some found types of work which interested them and which could be within the 
realm of their capacities. These meetings also provided an opportunity for social 
contacts which are so greatly needed by all people and especially by those who 
have been confined to their narrow environments. 

Throughout the 2 years in which this program has been underway, there have 
been many times when the facilities of other agencies offering various therapies 
and services have been used to advantage. Invaluable cooperation has been 
given by the following: 


Beth Israel Hospital 

Brooklyn Bureau of Social Service 

Community Service Societ) 

Division of Vocational Rehabilitation 

Federation Employment Service 

Federation of the Handicapped 

Goodwill Industries 

Hospital for Special Surgery 

Institute for the Crippled and Disabled 

Institute of Physical Medicine and Rehabilitation of NYU-Bellevue 
Medical Center 

Just-One-Break 

Men’s League in Aid of Crippled Children 

New York State Employment Service 

Vocational Advisory Service 


We have found a great need, however, for psychotherapy. Not only do many 
cerebral palsied sufferers need psychiatric treatment; the parents and other 
relatives who live close to these people need it too. Unfortunately, as almost 
everyone knows, the facilities for such treatment are so limited that it has been 
necessary to work through many difficult problems without the benefit of this 
help. 

With some of the deeper problems under control, attention can be finally 
turned to the practical work of guidance in matters of proper grooming for an 
interview and the correct approach to an employer. Far too many clients have 
never before encountered any kind of a work situation. Many are literally like 
babes in the woods. They must be told how things are done and what to expect 
when they go to apply for a job, and they must be coached, so that they will not 
defeat themselves at the very outset. No amount of counseling and preparation 
would be truly effective if, in the crucial test of actually applying for a job, an 
individual should be forced to suffer the humiliation of rejection because he did 
not know how to deal with an employment interview. 

The success of the procedures, old and new, which have been used in this pilot 
program of vocational counseling and placement for the cerebral palsied, must, 
in the last analysis, rest upon the evidence of its usefulness in bringing the clients 
toa state of employability and then actually placing them in gainful occupations. 
it is extremely gratifying to report the results, and by way of measuring these 
results more accurately, some figures on the placement of the abled bodied or 
those with other types of handicaps are revealing. For instance, a large, free 
employment agency in New York City handling the general run of applicants 
who, for the most part, are not handicapped had an active caseload of 22,900 in 
1952. During that year they placed 5,581 of these people or slightly less than 
one-quarter of the total. 

United Cerebral Palsy of New York City, Inc., is glad to report that, after 
the comparatively short period of 22 months, one-fourth of the total number of 
cerebral palsied people who have applied to us for help have been placed in a 
wide variety of jobs. We believe this is unprecedented. (The total includes 39 
who were found to be beyond the reach of this program because of such various 
reasons as being homebound, mentally retarded, so deeply disturbed that only 
professional psychiatric care could help them, physically unemployable, hospital- 
ized, and so on.) 

One might expect to find that all of these people, because of their handicaps, 
would be working at unskilled jobs, but this is not at all true. Of the 54 (out of 
the 202 applicants) who were put to work, only 11 are in unskilled jobs. Thirty- 
four, the greatest number, are in semiskilled jobs, and 11 are doing skilled work. 
The span of occupations is very wide ranging all the way from the simple job of 
messenger to the work of electronics research analyst. 
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Skilled (technical managerial, and professional) 


Administrative assistant 


dein Bs r ‘ 2 
NO i dei dd athlon |. mei ae 1 
Electronic research _..-_._____- bas cite sates os eet 1 
Librarian_______ Seer ee s,..dsd 5p 1 
Liquor store proprietor________- - Phnod 1 
Mail-order business proprietor ___—- 1 
Offset photographer ______ ee = 1 
Public relations field representative__- ws 1 
Recreation coordinator ______ ~~ 1 
Research assistant é 1 

11 


Semiskilled (clerical, sales, and industrial) 


Assistant bookkeeper 
Bookkeeper o< 
Camp counselor. 
Clerk wa 
Clerk-typist_— 
Proofreader’s assistant 
Dictaphone correspondent 
Dictaphone typist 
File clerk ‘ is 
Graphotoype operator —- 
Key punch operator 
Mail sorter___ 

Office utility man- 
Page-receptionist 
Proofreader isin 
Receptionist-switchboard_- 
Salesman ne . 
Switchboard operator____--~- 
Transportation dispatcher__- 
NG cniinrcns: 

Cable former 


Sete DWWNH RH Hee Ree he 


| 
| 


«| 


Unskilled 
Collector_____- 1 
Messenger_____--~- 6 
Millinery trainee_- J 1 
Mobile news vendor - 1 
Office boy —----- . 2 
11 


In comparing this group with able bodied persons, it is most interesting to 
note that the cerebral palsied are doing as varied work as do able bodied. 
Another most significant and encouraging fact that the analysis of these place- 
ments shows is that employed cerebral palsied people can hold their jobs against 
competition. As a matter of fact, 13 of them had increased their earnings 
through raises, promotions, or increased earnings from their own businesses 
which they have developed. 

Seventeen of those placed had no work experience whatever prior to place- 
ment and the experience of the others was sketchy at best. The average weekly 
starting wage for those who are working is approximately $44 or an annual 
gross of $105,505.40. The lowest salary is $25 on a part-time job. The highest 
is $75 paid to an administrative assistant. The age average is 28.3, ranging 
from 18 to 48. 

Fight of the fifty-two who were employed were not retained in their jobs. 
Four of these were dropped because they were too slow due to their cerebral 
palsy condition but the other four were dropped because their emotional dis- 
turbances interfered with their performance—not the cerebral palsy. This is 
another indication of the great need for more adequate psychiatric services, 
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since there is evidence that psychiatric problems can be just as limiting as 
cerebral palsy. 

It might be expected that only the mildest cases of cerebral’ palsy would 
have been placed. However, this is not the case. In fact, 13 people were 
classified as “severe”, the same number are “moderate”, and the balance “mild.” 
It would seem, therefore, that the degree of involvement is not the controlling 
factor in the placement of the cerebral palsied. On the other hand the im- 
portant factor appears to be one that cannot be delineated on a chart, but is 
the key to successful placement, and that is the early training by the parents 
of the child to fend for itself to the greatest possible degree. 

The figures and chart which follow will show totals and indicate the individual 
data in each placement. 


Followup study of placements July 1951 through April 1958 


Total registration: 





IN I cig alc lla td bese este animal citie ili ra nica Aalapiasace nia ae 
PN cc en ei he pet scanicks a as Unc liaessce cn sno snl a isaac 67 
202 








Active caseload: 























I is shi ie tio isp in sical ateainale lig callie alihtitapia dthaiadabihe 111 
NN ee ee sees tole 52 

163 

Closed—Inactive : 

Mentally retarded_______--~~- sain cde ltelasnis scsi deatalicsaatnichiald sia Ababa WOR 
Homebound and retarded____-------__--~-~ = pin ee aces etek 3 

Oe a ~ Gal PU I an niacin ncn aici enn eh ab nin anita ew aes oakdees 14 
Physically unemployable_____---~--~-~ oka iemseatein thts sealable pibictbpenecenaia 2 
INR I icc sted we vashinmistionlacdedinndasetrdinkasninne pce cealehaeliaciniaihcatinadienaiciliasiepaaiseeiaan 1 

Out of city__- casos cicada iagilbcirechooa tp teases thd chit uh thesia cote Waid gn dilietgs der detaches tt 3 

In school—not interested in counseling_____-_.___-_-__________ Sibantas teal 2 
Working (placed through other means)-—~-..------______________- Fe 4 
Uncooperative____-_.-_.-.__ sels Degli ehlgeastalianlab abcde RU A At 4 

89 
202 

PLACEMENTS 

Total number of placements____-----~_ ee SOE eee wtaliee tnt lite cl eaten 56 
I a iti inatsdeeccn sashes cei denies lpn decid Hatin ailinsms oneepeninnateete 3 
iF ick ie a a ee Ra es oe 22 

52 

RE SN neces sith icisad ati adtceseees ik Ricghan ae te t itt Annies emtinins kom iiss Ripniageal 4 
56 

eee be euletet Fibs ne Ricci cn cine 31 
I Bie ORI Dancin icici mani mnytinwanisibeiiiainini dha 10 
aE Oe OT accident ciii cae eciencti iene gig eta nating 2 
Completed temporary job—moved away__---------------------------- 1 
BR a screeched sitcntch cin catbeicabhitnnnt tpi heal ies tnlidihintiiindetiadbetiiinion plist 8 
52 
Occupations as listed on the chart fall into the following classifications : 

EL, nas ns cerensanitipndiigsee aotearoa diane atarnra dealin dies 11 
ah teidinerestchicsgainnsiepacesdeeiietanaient ip tainmamnpnmainceietaschemutenersm- tty tiie ol 34 
ET hin sitinsiencgich ahd sacinicahametinhsiniendaaiiaiinieg naib sects eadoatehi cet lasniel an ha daidaion iy dca oaaclaneneabmaetion 11 
NE actin has alesnceibtas apasmmepeban nicest ieaaainmtaidiaininges teins dinerie ateaaeiinsatenicameeaictaals 56 


The average age is 28.3 ranging from 18 to 48. 
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The degree of involvement of the fifty-two persons is classified as follows: 





esac cil scisigs aioe ek etki Ras A deseiatiea le ih Galas ee aaa ae 
PGRN an eh biti ted nda Acai cikdedea died ebcateMccdecih chs Mists cimaeedanee 13 
BOVOUG.. Bicsccdickchiccndedeneb nek eed Be olds ante ae 13 

TU ithe ck atelectasis sta lieelgscgh deionised iilaid ata taeh aliases 52 


It would appear that the degree of involvement has comparatively little to 
do with the ability to perform on a job provided a very selective placement is 
accomplished. The important factor is one which cannot be delineated on a chart 
but has to do with early psychological preparation for meeting life as it is. 

The following tables graphically summarize the preceding text. 
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Dr. Brooxs. I might point out that before you came in I believe 
Senator Lehman made a point about the fact that rehabilitation con- 
verted a person from a public charge to a taxpayer. It might interest 
you to know that all these people that were be ‘ed in jobs—t hese were 
people who had not had jobs, and 17 of them had never had a job in 
their lives—their annual gross earnings were $105,505, as opposed to 
nothing before, plus being a public lis ibility. I think that is a rather 
vivid illustration of the value of rehabilitation, and how little it really 
costs ultimately. 

Our reasons for appearing before your committee are twofold: 

(1) To ask that sufficient money be appropriated to provide for the 
rehabilitation of the cerebral palsied ; 

(2) That some sort of provision be included in the law to make sure 
that each State be required to develop a rehabilitation program not 
only for those who can be placed in employment within a short period 
but also for those whose rehabilitation will take a longer period and 
cost more money. 

That has to do with the fact that cerebral palsy is so deep in the 
reservoir I mentioned a while ago that unless some provision is made a 
State which has an official who wants to make a showing and feels that 
numbers who have been rehabilitated is of great significance—and they 
certainly are— he could certainly show greater numbers for the expend- 
iture of his dollars by concentrating on handicaps that are much more 
effectively approached than this very severe one. 

We are not asking for undue consideration to be given to the serious 
handicaps, but that a proportionate share should be provided. 

I will be happy to answer any questions which you may have. Thank 
you again for the opportunity to appear before you. 

Senator Gorpwarer. Doctor, you have answered the questions that I 
might have had to ask. I followed this work with great interest in 
Arizona. We are making some headway out there. 

Dr. Brooks. I know you are. 

Senator Gotpwater. This was from nothing a few years ago. We 
now have two active hospitals i in the capital ¢ ity. 

Dr. Brooxs. There is a great deal of activity. 

Senator Gotpwarer. We hope to have another one shortly. 

Dr. Brooxs. I am familiar with those. 

Senator Gotpwater. Thank you very much for coming, Doctor. We 
certainly appreciate your taking the time. 

The next witness is Mr. Harry Read, executive assistant to James 
Carey, Congress of Industrial Organizations. Mr. Read, it is nice to 
have you with us today. 


STATEMENT OF HARRY READ, EXECUTIVE ASSISTANT TO THE 
CONGRESS OF INDUSTRIAL ORGANIZATIONS 


Mr. Reap. Good morning, Senator. I appreciate the opportunity to 
appear. 

We have presented a formal written statement, but I shan’t read that. 
It will be incorporated in the record. 

Senator Gotpwarer. It will be, sir. The entire testimony that you 
have presented will be included in the record and you can proced in 
any way that you see fit. 
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(The prepared statement of Mr. Read is as follows) : 


STATEMENT OF HARRY READ, EXECUTIVE ASSISTANT TO JAMES B. CAREY, 
SECRETARY-TREASURER, CIO 


I am appearing before your committee to set forth the views of the Congress 
of Industrial Organizations on proposed legislation to meet the grave and grow- 
ing problem of permanent disability among the American people. Joining with 
me in this statement is Mr. Michael J. Quill, vice president of the CIO and chair- 
man of the national CIO committee on safety and occupational health. I am the 
secretary of that same committee and I can assure you that these views of our 
committee reflect the decisions of our CIO conventions and our 6 million mem- 
bers throughout the country. 

The national problem presented by the physically handicapped portion of our 
population is one that should receive major consideration of the Congress. Esti- 
mates of physically handicapped persons in the United States range upward 
from 30 million. This figure, of course, includes a number of persons who may 
not usually be considered physically handicapped. The truth is, however, that 
their physical well-being is impaired to some extent, even though they may still 
be able to carry on their normal functions in the community; and it is possible 
that even they could perform better through some measure of rehabilitation. 

The Congress of Industrial Organizations is primarily concerned with those 
physically handicapped citizens who are not, but who should be members of the 
Nation’s labor force. It is against our working population that crippling occupa- 
tional accidents and diseases fall with the gravest impact. The estimated oecu- 
pational accident figures for 1953 may be accepted as typical of the record over 
the years. This estimate reveals that accidents on the job inflicted close to 2 
million injuries which resulted in time lost from the job. Of these 2 million 
injured persons, close to 90,000 recovered from the accidents with some per- 
manent physical disability which ranged all the way from total disability to some- 
what minor disability. These are losses inflicted directly on the worker on 
the job. 

In accidents off the job, we find that 2,600,000 workers met with accidents out 
in the community. That gives us a total of 4,600,000 lost-time accident injuries. 

The Nation’s total accidental injury rate for 1952 was approximately 10 mil- 
lion. Of that 10 million, about 350,000 recovered with some degree of permanent 
physical handicap. It is estimated that one-half of those, or 175,000, were 
workers, wage earners. 

Unfortunately, we have no precise figures on how many of those 175,000 per- 
manently handicapped persons require rehabilitation. The degree of injury 
and its direct effect on the skill of the worker would have to be measured. That 
measurement is not available. What we do known is that between those that 
have a slight disability and those who have incurred total disability there is a 
vast number that is in need of rehabilitation services. 

Under this accrual of annual permanent impairment of individuals, we find 
that the present services afforded by government, Federal and State, were able 
to rehabilitate in some degree only 64,000 persons last year. 

I repeat: 175,000 workers emerged from their accident with some degree of 
permanent disability and yet, we find that only 64,000 received services. Our 
question is, What about the other 111,000? 

We believe this is a tragic state of affairs, and it now seems that President 
Risenhower agrees with us. 

In the first place, the loss of earning power arising out of a top skill rendered 
useless, falls with tremendous impact on the living standard of the worker and 
his family. His wife and children suffer along with him. That is the per- 
sonal aspect of the problem. Surely, these working people deserve better treat- 
ment than they are receiving from government and from private industry. 

The social aspect of the problem is even larger. These handicapped persons 
have by no means lost their potential skill—in other words they retain the 
intelligence and ability to learn new skills. 

Let me assure the committee of one concrete fact which can be accepted as 
gospel truth. The handicapped American worker does not want to be con- 
sidered a charity case, he does not want to be given a dole, he does not want 
to become a recipient of public relief. What he does want is the opportunity 
to get back to work and earn a living for himself and his family, and to accept 
his full responsibility as a member of the community. 


f 
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For the information of the committee, there are employed in American indus- 
try today approximately 3 million persons who have some degree of permanent 
physical handicap. They constitute an important part of the working force. 

It is by no means inconceivable, that if we.should unfortunately become 
involved in world war III, we might eventually be almost totally dependent on 
the work services in the factory and war plants of persons who are permanently 
physically handicapped. All the men with full physical qualifications might 
be needed at the fighting front. 

I would like to bring to your attention the resolution adopted by the 15th 
Constitutional Convention of the CIO at Cleveland last November. That reso- 
lution, which presents our views on aid for the physically handicapped should 
be included in the reeord of these hearings. It reads as follows: 

“Nearly 30 million Americans—men, women and children—suffer from some 
degree of permanent disability. This year additional hundreds of thousands 
were born with handicaps or acquired them because of industrial, automobile 
and other accidents, crippling diseases, and war. 

“While about 3 million handicapped citizens are gainfully employed today, 
an estimated 10 million others could be rehabilitated and usefully employed 
instead of being forced to remain an economic burden on their families, on 
their communities and on the Nation. Economic discrimination, social 
ostracism, and condenscending pity are heaped upon this vast human resource. 
We must create the rehabilitation services and employment opportunities 
which are required to restore America’s handicapped to useful citizenship, 
integrate them into the activities of our economic and social life, and give them 
the dignity which is a birthright of all mankind. 

“As the first step, the Federal Government must assume its full respon- 
sibility to these citizens of the United States; present inadequate facilities 
essential to achieve the rehabilitation of millions of handicapped persons must 
be expanded and improved. Secondly, management and labor must assist ag- 
gressively in the process of integrating the physically handicapped into the 
labor force. 

“Unfortunately the facilities of both public and private rehabilitation 
agencies are so limited that more persons are being permanently disabled each 
year than we now rehabilitate. A comprehensive and vigorously administered 
rehabilitation program, nationwide in scope, is a major responsibility of the 
Federal Government. That Federal program and coordinated State programs, 
must encompass adequate medical services, special educational aids, income 
maintenance, vocational training, and employment services. 

“Rehabilitation must be closely coordinated with workmen’s compensation 
and disability programs to provide income for the disabled and their families 
during periods of unemployment and to insure prompt referral of each case 
to the proper rehabilitation agencies. Rehabilitation services must begin im- 
mediately after injury or at the onset of illness. Continuity of treatment must 
be planned through convalescence. Training in useful, suitable, and remunera- 
tive vocational skills must follow. Finally, restoration of the individual to 
employment at his highest attainable skill must be accomplished. 

“No program to secure employment of the handicapped can succeed without 
wider suppert from management and labor. While some employers have learned 
the value of the handicapped as productive workers, too many still discriminate 
against them. While unions are working diligently to encourage employment ties 
for the disabled, more needs to be done. 

“The CTO has steadily continued its efforts to secure the rehabilitation and 
employment of the handicapped. We have been represented on the President's 
National Employ the Physically Handicapped Week Committee and have partici- 
pated actively in its work, as have many CIO representatives who are serving 
on similar governors’ committees in the various States. 

“CTO unions have undertaken to enlarge employment opportunities for the 
handicapped both through special contract provisions and otherwise. CTO coun- 
cils have worked to improve local ordinances and State legislation in behalf of 
the disabled. 

“Tn addition CIO affiliates have supported, both nationally and locally, the 
efforts of the American Federation of the Physically Handicapped to secure 
increased opportunities for disabled citizens through both legislative enactment 
and by other means. 

“The CIO is urging the Federal Government to conduct a census of the handi- 
capped, to provide special aids for persons snffering from cerebral palsy, epilepsy, 
and leprosy, to establish a nationwide system of disability benefits, to allow tax 
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exemption for the special transportation needs of the handicapped, and to bring 
together and expand all of the Federal services for the physically handicapped 


in a new and vigorous administrative bureau in the United States Department 
of Labor. 


“Now, therefore, be it resolved: 

“1. The problems of the Nation’s handicapped are the problems of all Ameri- 
cans. We commend all ClO affiliates for the activities in which they have en- 
gaged on behalf of the handicapped citizens of our Nation and urge that the 
effort of our local unions, industrial union councils, and international unions be 
expanded to meet this tragic and growing need. 

“2. We urge the establishment within the United States Department of Labor 
of a centralized agency that would bring together the rehabilitation functions 
that are now scattered among 32 Federal agencies, and give leadership to the 
rehabilitation services in the respective States. 

“3. We urge Congress to establish an adequate Federal grants-in-aid program 
that would aid the States in their rehabilitation efforts. 

“4. We urge all of our affiliates to cooperate fully with the national CIO com- 
mittee on safety and occupational health in this field of activity.” 

In this connection, as our resolution points out, we believe the Federal Govern- 
ment, through legislation or through investigative facilities which may presently 
exist, should at once make a bonafide census of the Nation’s handicapped to 
ascertain just what could be done in the field of rehabilitation. We are not 
suggesting, however, that expansion of rehabilitation services be held in abey- 
ance until such a census is made. We know that the need is here now. It is 
all around us. Every person in this room can call to mind from among their 
friends and acquaintances, persons who are physically handicapped. We know 
the need is here, and we also know that rehabilitation services available are 
totally inadequate to deal with the situation. The President of the United States 
has told you the same thing. 

As our convention resolution points out, the facilities of both the public and 
private rehabilitation agencies are so limited that more persons are being per- 
manently disabled each year than we now rehabilitate. In addition, the reha- 
bilitation services we have are scattered among a number of national agencies. 
On the whole, these isolated services work independently of one another. There 
is little coordination among them. They are not even completely coordinated 
with the so-called rehabilitation services provided by the various States. These 
too are inadequate. None of the States is even approximating a decent perform- 
ance in this field. 

Out in the States, we find the same lack of coordination. Agencies which 
should be working together maintain most remote relationships. Strangely 
enough, few of them have anything at all to do with the agencies that administer 
workmen’s compensation. There are any number of cases where workers who 
have incurred a permanent physical handicap on the job, are presently on the 
rolis of the compensation agencies. We find in a large number of these cases 
that the rehabilitation agencies never heard of these persons. It is even more 
unfortunate that some of them apparently do not want to hear about physically 
handicapped persons. 

We think it is high time to get away from the ivory tower complex which 
seems to dominate many of the public agencies that are supposed to be dealing 
with the problems of the physically handicapped. These peonle live in a world 
of statistics. We try to take a rational view of statistics. But we believe that 
statistics should serve only as a measurement of the problem. We do not believe 
that people should be confused with figures. These physically handicapped per- 
sons are not Arabic numerals in our estimation, they are living, breathing human 
beings with all their hopes and aspirations and problems. 

Much more is needed in this situation, however, than coordination and coop- 
eration among the various rehabilitation services. A unified rehabilitation 
service, must in turn, be operated in close conjunction with the workmen’s com- 
pensation system throughout the country; it must be closely related with the 
public employment services through experienced employment counselors and 
job-placement experts. After all, the goal we seek is not merely rehabilitation 
of the physically handicapped person. We also seek the security of that indi- 
vidual and his family while rehabilitation is proceeding, and eventually his 
placement in a steady job at his highest attainable skill. 

This needed all-out coordination makes it highly important that administra- 
tion of the entire activity be centered in one agency, and that agency, gentlemen, 
is the United States Department of Labor. 
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In the Department of Labor, we find the ideal structure for this needed co- 
ordination. The Department was established to deal with the problems of 
workers in their every-day business of gaining a livelihood. 

The personnel of the Department of Labor are familiar with the working of 
the workmen’s compensation system. They are familiar with the employment 
services. The Department likewise recognizes the tremendous importance of 
coordinating all of these activities with the medical profession which must play 
a highly important part in the system which we visualize. 

In that connection, I want to comment on the part the medical profession 
should play. The organized medical group that is closest to this problem, is 
the American College of Surgeons, and it should not be confused with the Amer- 
ican Medical Association. We have found that the American College of Surgeons 
is fully aware of and sympathetic to the problems that confront working people 
in the field of rehabilitation for restoration to a job. 

On its own motion, the American College of Surgeons, about 3 years ago, 
opened a series of discussions with organized labor, with the insurance com- 
panies, with the Public Health Service, and with the Department of Labor, seek- 
ing a formula for solving the problem of rehabilitation. Credit for that initial 
step must be given to Dr. Alexander P. Aatken, chairman of the American Col- 
lege of Surgeons’ committee on trauma. Out of these initial discussions was 
formed an American College of Surgeons’ subcommittee on industrial relations. 
The CIO, the AFL, and the UMW are represented on that committee. After 
many meetings and extended discussion, the subcommittee agreed on a set of 
principles which are called to the attention of your commiitee. They are as 
follows: 

“1. Rehabilitation of the injured worker and his return to gainful employ- 
ment should be the basic concept in an improved workmen’s compensation sys- 
tem. We recognize that the disabled worker wants to be rehabilitated and 
restored to gainful employment. Settlement of cases on a basis of cash awards 
alone does not meet the continuing needs of the injured worker and his family. 

“2. The need for higher standards and broadened benefits in workmen’s com- 
pensation is recognized. Such standards and benefits should be developed 
against the background of presently known advances in physical restoration 
and vocational rehabilitation and adequate standards of individual and family 
need. 

“3. Full utilization of all our potential manpower is essential to the welfare 
and strength of the country at all times. The discarding of disabled workers 
is an economic extravagance detrimental to the welfare of our country, wholly 
aside from the personal effect on the worker and his family. Solution of the 
problems of trauma requires cooperation, and not competition, between all inter- 
ested groups and agencies. We must therefore improve and expand all activi- 
ties, publie and private, that aid in rehabilitation of the disabled worker. 

“4. The medical profession should adopt the concept that the responsibilities 
of the treating physician extend over the entire period of disability to the end 
that the patient is restored to gainful employment at his highest attainable 
skill. 

“5. Rehabilitation and restoration to gainful employment of the injured 
worker must begin with first aid and continue through the period of disability. 
In order for a physician to carry out this responsibility, it is essential for him 
to recognize the total medical problem of the patient in addition to his injury, 
as well as his personal problems. The physician must bring to bear on these 
problems all the skills and disciplines that science and society can offer, and 
utilize all community resources which can assist him in the accomplishment of 
these objectives.” 

Some brief comment is in order on this set of principles. Your attention is 
directed to paragraph 5, which urges that the course of rehabilitation and 
restoration to gainful employment must begin with first aid and continue 
throughout the period of disability under direct supervision of the physician 
or surgeon. 

Our experience indicates that when a worker is stricken down by an accident, 
a physician or surgeon is usually available during the critical initial period of 
treatment. When there are, however, indications of recovery the medical and 
surgical services tend to fall off until they disappear entirely. The injured indi- 
vidual is thereafter left to his own devices. The service of the physician and 
surgeon is too important to be limited in that fashion. You cannot cut up a 
worker’s whole problem and deal with the segments one at a time. Medical and 
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surgical supervision is a binding necessity in such cases throughout the entire 
period of disability. The physician and the surgeon must know the physical 
and mental history of the patient. They must supervise the technicians who 
are employed in rehabilitating the individual and in retraining him for restora- 
tion to a job at his highest attainable skill. 

I ask this committee to evaluate for a moment what happens when the period 
of disability is prolonged over a period of time. Assume that a worker suffers 
a severe leg injury which takes 5 or 6 weeks in healing, followed by a prolonged 
period of convalesence. At the present time, the patient most likely sees nobody 
from a rehabilitation agency. He sees for a limited time the physician or sur- 
geon who is handling the curative part of his problem. In most eases of this 
sort the physician or surgeon announces at the expiration of the curative period 
that he has done all he can do, and that the rest of the problem is up to nature. 
He withdraws from the case, and thereafter the injured, convalescing worker 
is left completely to himself. He may progress from bed, to wheelchair, to 
crutches. That may take 6 months. 

I ask this committee to consider the possible mental state of that individual 
when and if he arrives at the point where he can seek a fairly normal existence in 
the community. During the entire period he has been afflicted mentally with 
physical inaction: he has been afflicted with the financial problems that his 
period of idleness has inflicted on him, on his wife, and his children: he is worried 
about the possibility that he may not be able to carry on at his old job or in a 
new job that will provide him with a sufficient livelihood. I think it is a fore- 
gone conclusion that by the time too many of these patients are able to move 
about, their mental condition is such that they may well have become most diffi- 
cult subjects for rehabilitation and retraining. Their impatience has boiled 
over and changed their whole outlook: they feel they have become the victims 
of injustice. We ofthe CIO believe they are victims of injustice. 

Then too, if they do seek rehabilitation, they themselves must go look for it. 
They are confronted with a multiplicity of agencies. Nowhere do they find co- 
ordination or cooperation among them. 

Let me now direct the attention of the committee to the experience of an Ameri- 
ean labor organization that has done some work in this field. As the committee 
knows, coal mining leads the industries of the Nation with its accident severity 
rate. Mining accidents are not trivial: they are extremely severe. Then again, 
we find coal mining distinguished by a high frequency rate of accidents. It is 
second in frequency only to the dangerous business of lumbering. 

The appalling sequence of accidents in the coal-mining industry, plus the lack 
of adequate medical care, rehabilitation, vocational retraining, and job placement 
of the physically handicapped coal miner, were among the factors that caused 
the UMW to take the issue to the collective bargaining table. The UMW welfare 
fund thereupon came into being. 

One of the activities the UMW turned its attention to was the plight of 50,000 
permanently disabled coal miners who existed as mute evidence of so-called free 
enterprise in the coal-mining industry. Through June 30, 1952, a total of 8,693 
of those handicapped had been selected and referred to local vocational and 
rehabilitation agencies throughout the country. Of the total number referred, 
3.366 had been selected by the rehabilitation authorities as most likely to be 
rehabilitated so that they could either return in some capacity to the coal-mining 
industry, or could be retrained to take their place in some other gainful employ- 
ment. As of the date mentioned, 929 of those cases had completed the services 
available to them and of that number 903 had returned to gainful employment. 
More than one-half of those referred were still in some phase of active vocational 
rehabilitation. Other referrals were still under consideration for services. 

We, in the CIO had the highly impressive experience of attending a rehabilita- 
tion conference held here in Washington at the Department of Labor about 8 years 
ago. On that occasion, 1 of the private agencies that was utilized by the UMW 
welfare fund brought to Washington 5 or 6 former coal miners who had just 
about completed their rehabilitation and vocational retraining courses. It wasan 
amazing demonstration. Here were six men, some of them permanently paralyzed 
from the waist down who had been retrained to get around under their own 
power and go back to their communities and enter gainful employment in new 
skills that had been taught them. Just a few years earlier those same men 
would have been thrown on the human scrap pile to live out the rest of their lives 
as bedridden individuals, most likely in a ward of a county poorhouse. 
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I recall that the cost of the rehabilitation and retraining was about $1,000 in 
the worst case. Balance that figure against the cost of maintaining that indi- 
vidual for the rest of his life at public expense. There’s an item for tax-sensitive 
economists. 

Gentlemen, the job can be done and it is the obligation of the Federal Govern- 
ment to give leadership to all the forces in the Nation to get it done. ClO will 
not be misled by arguments based on so-called States rights. In our judgment, 
an American citizen is more than a citizen of the State in which he resides. He 
is also by constitutional definition, a citizen of the United States. If he travels 
abroad, the Government of the United States gives him a passport and in effect 
places its protective arms about him while he is in a foreign country. If his 
rights are traversed, the Government protects him. 

We, in the C1O believe that the protection of the Federal Government should 
also be extended to citizens of the United States within our continental border. 
We are for States rights as long as those rights are properly exercised. We 
deny, however, that any State has the right to misuse or neglect citizens of the 
United States. Our problem has always been getting the States to protect the 
rights of the individuals. When they do not act, the Federal Government must 
step in. 

We come now to the matter of security for the worker who is injured to such 
a degree that he cannot follow his regular job. This is particularly important 
when the injury is one that inflicts upon him a permanent physical handicap. 

It will be argued, of course, that all of the suggestions we offer here today, 
including this one, represent “creeping socialism.” That, of course, is one of 
those nasty slogans that are advanced to negate logical argument. You will be 
told that the obligation of the individual to the community is paramount. We 
agree that the individual does have a high obligation to the community. At 
the same time, we point out that the community has an equally high obligation 
to the individual. Mutual obligation is the keystone of orderly human society. 

This matter of security for the individual is vital. We believe that a worker 
who is injured or stricken down by disease should have decent security for him- 
self and his family during his period of recovery and during his retraining, if 
that be necessary. We do not consider such security a dole in any sense. We 
consider it a matter of simple justice. The CIO insists that when a worker 
incurs an injury that totally incapacitates him he should at once begin to draw 
his full benefits from the social security system. There is no element of charity 
in that. Social security funds accumulate out of payments which constitute 
part of the wage structure. The benefits of the system have already been earned 
by the recipient. So much for the worker covered by social security. 

When permanently disabled persons are not covered under social security, 
Nation and State join together ina financial assistance program, 

I have already pvinted out to the committee that the average worker who incurs 
an injury does not want charity. He does not want to live out his life on the 
relief rolls. He wants to get back to work and provide for himself and his family. 

For those who choose to disregard the human aspect and argue that the inte- 
grated program we are advocating for the physically handicapped is too expen- 
sive to maintain, we repeat that it would cost society far less to rehabilitate a 
huge number of our handicapped people and retrain them for work at the highest 
attainable skill than to support them in enforced idleness. I have already cited 
the actual experience of the UMW in this field of endeavor. Men have been 
rehabilitated and restored to useful employment, who, 15 years ago, would have 
been thrown permanently on public relief. 

Your committee has a rare opportunity to devise a legislative formula that 
will redress the heavy injustice and ill treatment now visited upon physically 
handicapped persons. We urge the committee to keep real economy in mind and 
eliminate the confusion that exists rather generally on this subject. 

In our judgment, we repeat that the entire program should be centralized 
eventually in the United States Department of Labor. The integrated system 
should have as one of its component parts a public advisory committee made up 
of representatives from management, from labor, from the medical profession, 
from the medical technical field, from education; and most certainly it should 
include job placement experts. 

Pending before the Senate are several bills, among them S. 2570 which calls 
for an extensive and integrated overall Federal program, 

The CIO is definitely for this legislation in principle. That bill would provide 
the bringing together in a separate agency of all physical rehabilitation activities 
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of the Federal Government. For housekeeping purposes we urge that such an 
agency be placed in the Department of Labor. The whole problem is one of great 
complexity and S. 2570 gives recognition to all or most of the factors involved. 

We also have before the Senate S. 2759 and S. 3039, both of which are referred 
to in the newspapers as the administration bills, Presumably they are designed 
to cover the improvement in performance recommended by President Eisenhower 
in his message to the Congress on social security. 

Our criticism of these bills consists mainly in the fact that they are piece- 
meal measures in general keeping with the rest of the crazy-quilt pattern that 
pas grown sa in eae nae in the field of rehabilitation. It is true that the 

S represent some improvement in general. They d begin 
approach the main problem. , . a » 

Certainly the CIO is for increased facilities; certainly we are for better 
performance. We are looking for progress but we do not want that progress 
to proceed at a snail’s pace. 

But we also have added criticisms of S. 2759. For example, we do not believe 
that the Federal Government can again pass the responsibility along to the 
States and leave its fate to the imagination of statisticians or the machination 
of the usual opposition. The job has been left to the States for too long and 
the performance has been extremely poor. 

S. 2759, for instance, attempts to deal generally with the necessity of the 
States setting up so-called workshops to provide remunerative employment to 
severely disabled individuals who cannot be readily absorbed in the competi- 
tive labor market. This is a most praiseworthy effort, but the establishment 
of workshops must have thrown around them definite protective regulations to 
prevent the exploitation of handicapped persons. Our position on this is not 
wased in fear that the work done by the so-called workshops will compete with 
the work in full-time industry where able-bodied workers are employed. 

Our concern is with the handicapped persons themselves who would be em- 
ployed in these workshops whether or not they are set up under the guise of 
nonprofit rehabilitation facilities. We do not want their services exploited by 
those who buy the goods and products. Such private or even public rehabili- 
tation facilities which engage in the production of goods should operate under 
definite minimum wage arrangements. The safety of the work place should 
be under the same supervision exercised over other work places by the public 
authority. Health facilities and all of the other items must be religiously 
observed. 

A stronger criticism of S. 2759 is a proposal to greatly reduce the area of 
Federal discretion and give the States correspondingly wider discretion in 
planning their own programs. This is hardly a step forward in view of the 
past performance of the States. In addition to this proposal, the bill drops the 
present requirement that the Federal agencies shall define the classes of em- 
ployable individuals who shall be eligible for vocational rehabilitation. Be- 
cause the bill proposes to use Federal funds we think the taxpayers are entitled 
to more control over those funds, not less. Finally, the bill fails to authorize 
Federal regulations as to maximum schedules of fees for surgery, therapeutic 
treatment, hospitalization, medical examination, and prosthetic devices. The 
setting of these standards are left to the States. We are casting no reflections 
on the medical profession as a whole. We believe that most doctors are human. 
We are also convinced that other doctors are inhuman. We will not belabor 
that point. 

We. suggest that this committee give its attention to devising a bill that will 
place initial responsibility for rehabilitation of the physically handicapped in the 
Federal Government where it belongs, with the authority retained to insist that 
Federal funds are properly used by the States to do the job that the people of 
this country want done. The legislation should provide that where a State 
fails or falters, the Federal Government go ahead by itself under the authority 
vested in it by the Constitution to promote the general weifare. 

Mr. Reap. I am appearing before your committee to set forth the 
views of the Congress of Industrial Organizations on proposed legis- 
lation to meet the grave and growing problem of permanent disability 
among the American people. Joining with me in this statement is 
Mr. Michael J. Quill, vice president of the CIO and chairman of the 
national CIO Committee on Safety and Occupational Health. I am 
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the secretary of that same committee and I can assure you that these 
views of our committee reflect the decisions of our CIO conventions 
and our 6 million members throughout the country. 

Now I would like to make a summarization of it and emphasize 
certain points. I want to comment at this point on the statement sub- 
mitted by the American Federation of Labor, and I will not bother 
you to dwell on any statistics because they were all in that statement 
and you will find no variance in the position taken by the two federa- 
tions of labor, representing millions and millions of workers in the 
United States. 

Our convention resolution, among other things, suggested that a 
survey be held by the Federal Government, an impartial survey or 
census, to ascertain Just what the extent of this problem is. We are 
satisfied that there are millions of people who could be rehabilitated, 
but no one knows precisely how many. We think that that can very 
well be undertaken by the Federal Government. 

Since Congress these days seems to be in a highly investigative 
mood, I believe we might arouse some interest on that proposal here 
on the Hill. 

Senator Gotpwater. You know in this bill there is a provision for 
survey funds. 

Mr. Reap. That is excellent, but we do not want it dropped out or 
eliminated. 

Senator Gotpwater. I do not think it will be, particularly after the 
testimony this week from the Kansas City Rehabilitation Center, 
where they undertook such a survey with mostly private funds, and it 
produced such remarkable results. I do not think there will be any 
inclination on the part of this committee to do other than go along 
with the Department’s recommendation. 

Mr. Reap. That is fine. The workers of this country mainly who 
pay the penalty for these crippling accidents and congenital condi- 
tions that handicap people—it falls mainly on the working population 
and their families. I point that out merely to stress the importance of 
this to the workingman of the United States. 

The total injury rate for the country was, as the American Federa- 
tion of Labor pointed out to you, 10 million injuries each year. Those 
injuries, if you please, are by no means minor. They are all the types 
of injuries that entail lost time from work, that is, lost time from work 
on the part of the worker. In other words, he loses his income for the 
period of disablement. ere 

On the figures stated by the President of the United States in his 
message to the Congress it is very apparent today that 111,000 handi- 
capped people who come into our population each year through one 
means or another have no rehabilitation services available to them. 
This extremely minor figure set by the President of 60,000 who receive 
some services seems to be the extent of our effort. It is a measure, of 
course, of our awful, awful extravagance in this country. 

We have built a civilization at the expense of a great many valuable 
things. I suppose we had to do that in the course of our development. 
We had to be prodigal of natural resources. We had to get ahead with 
the job. But unfortunately we also acquired the rather pernicious 
habit of being prodigal with our people and their well-being. Human 
waste was thrown on the scrap heap just like wasted material. 
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Of course, the thing is incompatible certainly to our concept of 
morality in human relations. 

With respect to this handicap work I want to point out to you, Sena- 
og that the man who was injured on the job has one concern. That 
is, how soon can I get back to my work. He does not want charity. 
ei is impatient. He is concerned. He is worried. With the awful 
state of our compensation system which today in Illinois, for ex- 
ample—which is not the worst State—has a compensation system 
which only replaces 13 percent of the wage loss of the injured worker, 
it means a reduced standard of living for his family. 

This worker has children to educate. He does not want them edu- 
cated at public expense. He wants to educate them through his efforts, 
and wants to get back on the job. 

Where the injury results in permanent physical impairment that 
problem becomes much more multiplied. He may have been a worker 
of top skill. We will say he is a tool and die maker. Some injury 
has happened to his hand and he can no longer perform the delicate 
operations required by his trade. So unfortunately we have engaged 
in the practice of taking such people, and the employer magnan- 
imously makes room for the man running an elevator or sweeping the 
floors, and thus throws out the intelligence that enabled him to become 
a tool and die maker. He throws on the scrap heap the remnants of the 
skill he had acquired. He could be trained to hold another job. 

The way our present rehabilitation system operates, it goes some- 
thing like this. The worker is injured and has the attention of the 
physician or the surgeon, as the case may be. The point arrives at 
which the physician or the surgeon says, “I have done all I can. It 
is up to nature.” Then he walks off the case. There then ensues a 
tremendous lag in the rehabilitation service. These worries and these 
fears that the worker has with him constantly too often, we are afraid, 
put that man in such a position within a short space of 3 months that 
he cannot be rehabilitated successfully. 

So we join with Dr. Alexander P. Aiken, whose name was men- 
tioned in the testimony of the American Federation of Labor. Dr. 
Aiken is from Boston. He is chairman of the Committee on Trauma 
of the American College of Surgeons. Please do not confuse that 
organization with the American Medical Association. It is not the 
same, and the attitudes are not the same. 

Dr. Aiken holds to the theory, and we agree with him, that rehabili- 
tation should start with first aid, and the services should be available 
throughout the entire period of convalescence. They should be di- 
rected to restoring that worker to a job at his highest obtainable skill 
if he isa permanently physically disabled person. 

Furthermore, the physician and surgeon must remain with the pa- 
tient until he is so restored to the job. W e have got to get away from 
these lags, or these periods of seeming indifference. The doctor is the 
only one who can consider the whole problem of the patient—the 
whole medical problem. He is one problem. There are the psychic 
factors, and all of the other things, such as his working habits and 
methods of doing things. Only the physician and surgeon could de- 
tect that, and he should be on hand to aid in whatever “therapy is re- 
quired and whatever vocational training is required. 
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As to the importance to national defense of the manpower we are 
wasting in this fashion, I need not belabor that. I think it is apparent 
to the subcommittee. I merely want to call your attention to it. 

One of the difficulties is that our rehabilitation system in this country 
seems to have grown up ina type of isolation. It has become isolated. 
Here in Washington we have these activities scattered among we are 
not sure how many agencies. We suspect there are 32 of them that 
all have a piece of this. When we get out into the States, if you please, 
we very often find these rehabilitation people up in their own ivory 
tower. They do not talk to anybody else. They do not consult with 
the department of workmen’s compensation. They make no efforts 
to ascertain what the record is of the workmen’s compensation, and 
its history and experience. There they sit in solitary grandeur, and 
the disabled worker and the handicapped person is forced to go out 
and search for them. 

We do not think that a public agency should act in that fashion. 
It is not the overlord of the people in this country. It is the servant 
of the people and it should be on hand to serve. 

So we want these facilities integrated with the other activities like 
the Public Health Service. Of course, I know that States rights are 
going to raise their many heads in discussions on this question. But 
you know, I do not think that States per se have any rights. I think 
the people of the States have the rights, and I think it is a function of 
the State government to guarantee those rights and to carry them out 
and take the measures that are needful to see that they are carried out. 

So when a State neglects the rights of its own people, there is only 
one place where labor can go for relief in an orderly society. That 
is to the Congress. And that is where we are, gentlemen, in the face 
of the present record. We are before Congress on this question. We 
would rather see it done by the voluntary agencies, by the wise guid- 
ance and participation of the States; but the voluntary agencies are 
not well enough equipped to do it. 

We wish you could go out with us some time and see these things. 
For instance, yesterday I was up in New York and I went through a 
rehabilitation center up there operated by a voluntary private agency. 
I wish you could see just how little money it would take to really do 
the job. I wish you could see the eagerness and the interest and the 
faces of the people who are there being rehabilitated. It would be 
highly rewarding, and I think it would convince any reasonable man 
of the highly important need for proper rehabilitation services and 
vocational retraining. 

We have a criticism of S. 2759, or a number of criticisms, rather. 
It is now before this committee. I will not dwell on those in any 
great detail except to point out that we are afraid under the terms 
of the law we are going to compound the State failure of the people. 
That is what we are afraid of. We think that the Federal Govern- 
ment cannot pass this responsibility more extensively than the States, 
because they have not exercised in the past the responsibility that had 
been entrusted to them. It was left to them and they did not do it. 
Therefore the Federal Government must exercise its proper role of 
leadership in behalf of the people who happen to be more than citizens 
of States—they are citizens also of the United States. 

I do not believe you can leave these things to State discretion because 
the States in many cases have not exhibited any great amount of dis- 
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cretion. As I say, they have gotten into some isolated operations in 
many cases, and in too many cases, to the neglect of the people for 
whom the services were intended. 

So we are pleading with this committee to bring in legislation in 
accord with our point of view. We are supporting in principle 8. 2570, 
which would bring together in the Department of Labor all of these 
Federal rehabilitation facilities. 

That bill provides for housekeeping purposes. We think it ought 
to go further than that. We think it ought to be an integral part of 
the Department of Labor, which has some experience in wage-and- 
hour law administration; in the employment services; and in all of 
the other services which have such an important bearing on this. 

We have a great deal of work to do and we think that the Depart- 
ment of Labor can do it because of its acquired experience in those 
fields. We think that is the appropriate place for it. We would not 
want to see a separate agency set up. We want it in an agency which 
we feel has the interests of the workers at heart. That was the pur- 
pose of establishing the Department of Labor, and inasmuch as most 
of these people are workers, or members of workers’ families, we 
would have much more confidence in the Department of Labor as the 
administrative group to supervise these activities. 

Similarly we would like to see the State departments of labor 
exercising the same function. Of course, that is not within the pur- 
view of this committee. There I will concede to the State the right 
to set up its own system, and we will have to fight those questions out 
at the State level. 

So I will be glad, Senator, to answer any questions you may have. 

Senator Gotpwarter. I have no questions. Your testimony follows 
pretty much the American Federation of Labor’s testimony. 

Mr. Reap. Yes, sir. 

Senator Gotpwater. And looking over pretty quickly the state- 
ment that you submitted, the figures are substantially the same as they 
have submitted. 

Mr. Reap. Yes. 

Senator Gotpwater. So I have no questions at the present time. 
I think you have made a very clear statement of your position. 

Mr. Reap. Well, thank you very much, Senator, I appreciate the 
opportunity. 

Senator Gotpwater. I am sorry that there are no other Senators 
here who might care to question you. I have no questions at the 
present time. We will thank you for coming before us today and 
giving us your valuable time. 

Mr. Reap. Thank you. 

Senator Gotpwater. The next witness will be Mr. R. C. Thompson, 
State Director of the Maryland Division of Vocational Rehabilita- 
tion, States Vocational Rehabilitation Council. Mr. Thompson. 


STATEMENT OF R. C. THOMPSON, STATE DIRECTOR, MARYLAND 
DIVISION OF VOCATIONAL REHABILITATION, STATES VOCA- 
TIONAL REHABILITATION COUNCIL 


Mr. Tromrson. Thank you, Mr. Chairman. 
Senator Gorpwater. It is a privilege to have you with us. Do you 
have a prepared statement ? 
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Mr. Tuompson. Yes, sir. 

Senator Gorpwarer. You can either read your statement or pro- 
ceed as you wish, and we will make it a portion of the record. 

Mr. Tuompson. The time is late, and may I just speak extempora- 
neously for 5 minutes, and we will file the statement ? 

Senator Gotpwarer. Yes. It will be made a part of the record. 

(The statement is as follows :) 


STATEMENT OF R. CC. THOMPSON, DIRECTOR OF THE MARYLAND DIVISION OF VOCA- 
TIONAL REHABILITATION, REPRESENTING THE STATES VOCATIONAL REHABILITA- 
TION COUNCIL 


Mr. Chairman, my name is R. C. Thompson. I am Director of the Division 
of Vocational Rehabilitation of the Maryland State Department of Education. 
Today, I am representing the States Vocational Rehabilitation Council, the 
organization of State directors of vocational rehabilitation, which serves as an 
advisory body to the Office of Vocational Rehabilitation. Since we administer 
the State vocational rehabilitation program which the proposed legislation 
seeks to expand, we are, naturally, very much concerned with action that may 
be taken by this committee and by Congress. 

Let me say in the beginning that we approve the objectives of the President 
as outlined in his state of the Union message and in subsequent messages to 
the Congress. We also believe that S. 2758 and S. 2759 can provide the frame- 
work for the expanded program which everyone seems to agree is badly needed. 
In this statement, I shall call attention to matters which the State directors of 
rehabilitation feel are most essential in the development of a sound rehabilitation 
program and shall make some suggestions with respect to specific provisions in 
8. 2759. 

For many years State directors of vocational rehabilitation have been point- 
Ing out weaknesses in the present program and recommending Federal and 
State legislation and greater appropriations in order that these weaknesses 
may be corrected and more of the handicapped of the Nation rehabilitated into 
gainful employment. As we see it, in order to accomplish this objective we 
are going to have to have more facilities, more personnel, and more money, 
not only to provide the first two, but to provide rehabilitation services them- 
selves for the handicapped. 

We approve S. 2758, amendments to the Hospital Survey and Construction 
Act which makes Federal money available to assist the States in establishing 
rehabilitation facilities. We sincerely hope that after this bill is passed, Con- 
gress will make available the full $10 million per year as authorized in the 
bill for this important part of the rehabilitation program. We hope that funds 
to be appropriated will be specifically earmarked for rehabilitation facilities. 
We also hope that the provision in the House bill which allows one State to 
assign its allotment to another State for the purpose of establishing a regional 
facility will be included in the Senate bill. 

Although it is not clear in the bill, we understand that special project funds 
to be appropriated, after 1956, will be available to encourage research and the 
training of additional rehabilitation personnel. We certainiy hope that this is 
true, for both the areas of research and the training of personnel have been badly 
neglected. 

Although we are not opposing the establishment of a fund for the improve- 
ment and extension of the rehabilitation program, we would like to understand 
more clearly just how the Office of Vocational Rehabilitation would use this 
fund. Some of us have received the impression that projects to be approvable 
under this section would have to be projects which would get the State agencies 
into entirely new areas of rehabilitation. Since the greatest need in the States 
is to expand their rehabilitation programs as they now exist, we think it would 
be very unfortunate if improvement and extension funds could not be used to 
expand the general programs. 

Since we actually administer the rehabilitation programs, we are naturally 
very much interested in the administrative setup under which rehabilitation 
operates. We believe that the Office of Vocational Rehabilitation should be in 
the Department of Health, Education, and Welfare. So far as I know, every 
State director of rehabilitation in the country feels this way about it. If the 
committee can do somehing to strengthen the Office of Vocational Rehabilitation 
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within the Department, we think this would be desirable. For instance, in a 
bill that passed the Senate in 1950, the Office of Vocational Rehabilitation was 
given legal bureau status. We think this would be a good idea. 

We notice that S. 2759 recommends some changes in the administration in the 
States. As you know, State boards for vocational education are now the admin- 
istering agencies, except for programs for the blind. We do not object to the 
section of 8. 2759 which allows a State to set up a State rehabilitation agency 
in lieu of the State board for vocational education. Some testimony before the 
committee has indicated that it should be mandatory upon the States to estab 
lish such independent agencies. We do not think this is desirable. The pro- 
gram is operating very effectively in most of the States under the present setup. 
We think that the States should be left to determine whether the independent 
agency is needed for more efficient administration of the program. We agree 
with the testimony of the National Rehabilitation Association that the language 
of this section should be revised to make it clear that it is not the purpose of 
Congress to break up the administration of vocational rehabilitation programs 
on the State level. We think this can be done without in any way interfering 
with the intent of the authors of S. 2759. 

We are concerned, of course, with the method of financing which is developed 
for the program. Rehabilitation programs in the States grew very rapidly for 
a few years after the passage of the Barden-LaFollette Amendments in 1943. 
This growth was caused, to a great extent, by the fact that the States knew 
that moneys they appropriated would be matched on a very liberal basis by the 
Federal Government. As you know, the Rehabilitation Act was fntended to 
be an open-end act, and was administered that way for several years. Financial 
difficulties have been encountered since the Federal Government has taken the 
position that the act is not an open end, although attorneys in the Department 
of Health, Education, and Welfare have always insisted that it is. There is 
no doubt that the program is being retarded at the present time because of the 
uncertainty over the responsibilities of the Federal Government for rehabilita- 
tion. Accordingly, we hope this committee will revise the financing methods in 
the bill so as to clear up any doubt with respect to this responsibility. 

We are very much afraid of how the variable grant method of financing the 
basic rehabilitation program would work out in actual practice. We understand 
that after the period of transition, over 20 States would have Federal allotments 
less than their present grants, provided the same amount of money is appro- 
priated by Congress as is now being appropriated. We also understand that at 
least 20 States would receive less than 50 percent Federal funds for their pro- 
grams. To allow a situation such as this to come into existence would, we feel. 
be extremely unfortunate at a time when everyone concerned is trying to expand 
rehabilitation for the handicapped, not retard it. We sincerely hone that the 
committee will work out a plan of financing which will keep any State from 
getting a reduction in the amount of Federal funds that it now receives. 

Two methods of doing this have already been suggested by witnesses before 
this committee. One is embodied in S. 3039 by Senator Potter, of Michigan, 
which would maintain programs at their 1953 levels, but would provide that all 
additional funds appropriated for the rehabilitation services program would be 
matched 50-50 by the Federal Government. Another plan would incorporate 
the method of financing public assistance for the aid to the needy blind and aid 
to the totally and permanently disabled for the method of financing found in 
S. 2759. This would mean that rehabilitation would be financed under an open- 
end type of law. It is undoubtedly true that this method of financing will offer 
the greatest encouragement to the States to expand their programs. We urge 
the committee to give careful consideration to both these methods of financing, 
for they can both be fitted into the framework of 8. 2759. 

Finally, Mr. Chairman, I want to urge this committee to report immediately 
a bill to repeal the restrictive language which was inserted in the 1954 Labor- 
HEW appropriation bill. This appropriation language actually has the effect 
of entirely abrogating the method of financing vocational rehabilitation found 
in Public Law 113 of the 78th Congress. We do not understand how this language 
got into the bill. No mention of it is made in the conference committee report or 
in the Congressional Record. Since the passage of S. 2759 will probably take 
some time, we urge the committee to report a bill to repeal this language without 
any delay. The uncertainty in the States which has been brought about by this 
appropriation language is undermining the program and making it impossible 
for the States to plan their 1955 activities. 
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Mr. Chairman, I want to express my appreciation for being invited to appear 
at this hearing. You will find State directors of vocational rehabilitation anx- 
ious to cooperate with the committee in its efforts to pass a bill which will result 
in more people being rehabilitated than ever before. What we have learned as 
a result of 30 years in administering programs of vocational rehabilitation is at 
your disposal. 


Since everyone who has testified at these hearings seems to have exactly the 
same purpose in mind, that is, to increase as rapidly as possible the number of 
handicapped persons being rehabilitated in this country, it should not be diffieult 
for the committee to resolve the differences that do appear and report a bill 
without too much delay. 

Mr. 'THomrson. I am merely representing Mr. Earl Caulfield of the 
State of Michigan, who is president of the States council. He could 
not come down today and my testimony is in his behalf and that of the 
council. 

Mr. Chairman, there are just 1 or 2 things I would like to say. The 
first is that the primary interest of the States council, that is, the State 
director’s, is to see that more services are made available to more dis- 
abled people. Whatever the Congress decides is the best way to ac- 
“——. sh that, of course, is the way we will try to work it out. 

Ve he: artily approve the objec tives of the President’s program, and 
generally we are in agreement with 8. 2759, except in the matter of 
financing. W e believe perhaps some other c hange would be more help- 
ful to promote the program throughout the country. 

First we would like to request the committee to give some considera- 
tion to removing the restrictions that exist in our present Appropri- 
ations Act, because it just is not possible to go forward as long as we 
have this weight hanging on our shoulders. 

There is a bill before Congress, S. 2873, which I believe would re- 
move the present restrictions. 

Senator GoLpwarer. 8. 2873? 

Mr. THompson. I think that is the number. We feel that is the 
most urgent thing confronting us. It is the passage of a bill which 
would make it possible for the Congress to appropriate the same 
amount of money as was appropriated last year, because we feel it 
would be unwise to set the programs back beyond their present level. 
So attention to that bill is what we feel is most urgent. 

Senator Gotpwarter. I believe that bill is probaby before the Ap- 
propriations Committee. It has not come to this committee. 

Mr. Tuomrson. I do not know, sir. Mr. Whitman, is it S. 2873 
which is the bill that would remove the restrictive language? 

Mr. Wuirman. I believe that is right. Senator Kefauver has in- 
troduced over here, and I believe Mr. Hope in the House. 

Senator Gotpwarer. Thank you very much. We will look that up. 
It is probably in the Appropriations Committee. 

Mr. Tuompson. Thank you very much. 

I would like to say a word about the method of financing, which is so 
extremely important. As the chairman of the committee pointed out 
this morning, of course what you folks are interested in is setting up a 
framework that would meet the total problem, and the matter of ap- 
propriations is something that would have to be taken care of in another 
way. But a part of the total problem is the method to be used in 
financing whatever programs are set up. We think a at Senator Pot- 
ter has presented a very workable plan in his bill, S. 3039, and we 
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would like to urge serious consideration to that program as he presents 
it. 

In the matter of extension and improvement of facilities we feel that 
such extension should apply first to the programs as now in effect, 

rather than to go all out for starting something new before we are 
doing the total job within the framework of what we had at the present 
time. 

There is a great need for research in the field of rehabilitation. No 
one individual can keep up with all of the literature that comes out. 
Nor can he make himself acquainted with the methods that develop as 
time goes on. So we hope that attention will be given to this phase 
of the program, and that facilities for research will be made available 
not only to the Federal Office of Vocational Rehabilitation, but to the 
States. 

The Federal Government has taken the lead in this program from 
the very beginning. We want your leadership. We want to pay 
tribute, and this is a personal tr ibute on my part, and I am sure it is 
shared by most of the State directors, or all of those in State rehabili- 
tation—we want to pay tribute to the splendid leadership we have in 
the Office of Rehabilitation here in Washington. Miss Mary Switzer 
is a person who is conscientious and competent, and doing a wonderful 
job. We hope that our relationship can be continued “and that the 
Office of Rehabilitation can be anchored legally and made a separate 
organization. 

Thank you very much, Senator, for the courtesy of appearing here. 

Senator Gorpwater. Thank you very much, Mr. Thompson. This 
concludes the hearings devoted primarily to the subject of vocational 
rehabilitation. 

The subcommittee will stand in recess until Tuesday next, April 13, 
when we will convene at 10 o’clock, to begin the hearing of testimony 
on the President’s recommendation for encouraging the extensions and 
improvement of voluntary health insurance plans. 

The committee will stand in recess. 

(The following was later received for the record :) 


STATEMENT OF CorRRETT REEDY, STATE SupERVISOR OF NATIONAL REHABILITATION 
IN VIRGINIA, AND PAST PRESIDENT, NATIONAL REHABILITATION ASSOCIATION 


The President’s statements regarding vocational rehabilitation, with elab- 
oration by Secretary Hobby, contain the most realistic and far-reaching pro- 
posals yet advanced for raising the level of rehabilitation services provided 
disabled individuals to correspond reasonably with the need. The statement of 
need is not exaggerated and the goals of expanded service, when realized, mean 
that each year additional tens of thousands of our handicapped now dependent 
on family, community, or government for support will achieve a status of dignity 
and productivity through self-supporting employment. 

I have worked in the field of vocational rehabilitation for 12 years. The 
most distressing situation faced in this work is the thousands of applications 
that have accumulated from persons unemployed because of disability who 
must be denied service because of the limited resources available. No one 
disputes the human or economic values derived from successful rehabilitation. 
There is no logic to our present status thet allows us to provide service to 
one individual but not to others similarly affected by disability. Hence I must 

register most hearty approval of the President’s desire to stimulate the im- 
provement and expansion of rehabilitation services to the point that produc- 
tivity in the State-Federal program will be increased from 60,000 to 200,000 
rehabilitated persons per year. 
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The President and Secretary Hobby are also realistic in defining the means 
to be employed in this effort toward expansion and improvement. These needs 
are emphasized : 

(a) Increasing the number of trained rehabilitation workers. 

(b) Development of facilities designed specifically to do the rehabilitation job. 

(c) Provision of additional fund to be used in purchasing necessary diag- 
nostic, treatment, and training services for clients. 

(d) Discovery of new and more effective rehabilitation methods and tech- 
niques, particularly as applied to the more severely disabled applicant. 

The rehabilitation counselor is the key person in bringing rehabilitation 
services and disabled persons together. In our State, we feel that each of our 
counselors is working up to his capacity. Yet there are hundreds of applicants 
on the waiting list in every district. As we expand services to include more 
of the severely disabled, the psychiatrically disabled, and the mentally retarded, 
more staff time per case will be required. Thus to expand substantially the 
number of persons rehabilitated there must be a corresponding increase in pro- 
fessionaly trained workers. Since new recruits to the field must be trained, 
funds must be provided for both their employment and their training. 

We have worked hard and with some success in developing rehabilitation 
facilities as a part of the overall program in our State. The Woodrow Wilson 
Rehabilitation Center, now enrolling over 300 students, has already made reha- 
bilitation feasible for many hundreds of handicapped persons who otherwise 
could not have been accommodated. It is an inspiring sight to watch these stu- 
dents, one-half of whom are in wheelchairs, go purposefully to the counseling, 
therapy, and vocational training departments to prepare for jobs. Over 80 per- 
cent of the students accepted at this center are successful in finding employment 
after completion of their programs of preparation. Such centers must be multi- 
plied by many times if we really do something for large numbers of severely 
disabled. 

The present State-Federal program achieves 60,000 rehabilitations per year at 
an aggregate cost to agencies of approximately $36 million. If we triple the 
number of rehabilitants then funds for their rehabilitation will have to be in- 
creased at an even greater rate. Our greatest need for expansion is in service 
to severely disabled persons. Case costs per individual will go up sharply with 
increase in severity of disability. Our average cost per case is approximately 
$400. The average cost for a paraplegia is in excess of $2,000. 

Vocational rehabilitation is a relatively new professional field. There has 
been steady improvement in the methods and techniques employed in getting all 
phases of the work performed. However, success in new areas of disability will 
depend greatly on the improvement of present techniques and the discovery of 
new ones. Exploration and research into all promising areas is vital to a pro- 
gram of expansion. 

Provisions in S. 2758, S. 2759, and H. R. 8149 provide a decent beginning for 
expanding rehabilitation facilities, for undertaking necessary research and for 
undertaking the training of new personnel. I approve of these provisions and will 
make no further reference to them. I do want to comment in more detail on the 
remaining major provision of S. 2759, specifically the financing provisions con- 
tained in sections 2, 3, 10, and 11, 

In terms of financing rehabilitation programs as they now exist these pro- 
visions attempt four separate actions: (1) To provide basic level: (2) provide 
incentive for expansion and improvement of present programs; (3) reduce the 
vote of Federal participation: and (4) institute a new variable grant system in 
alloting Federal funds. If we consider these objectives in the light of the Presi- 
dent’s major goal to expand substantially the level of service, then there is real 
danger that certain of these provisions effectively cancel out the opportunity of 
achieving this major objective. It is useless to expect States who lose a major 
share of their present Federal support under these provisions to be able to expand 
the size of their effort. Expected improvement in State appropriations could do 
little more than offset the loss of Federal funds. Many States would actually 
have to cut back the level of operations each year 1955, 1956, 1957 rather than 
carrv forward the exnansion needed to meet target levels set for those years by 
the President and the Secretary. 

Certain principles should guide any efforts toward revising the present plan 
of financing. Important among these are— 

(1) More support, dollarwise, must be provided if the rehabilitation program 
is to experience substantial growth. 
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(2) No financing plan should be considered which would jeopardize gains 
already made and consolidated in the program. 

(3) Greater equity should prevail in the distribution of the Federal appro- 
priation to the States. States in like circumstances (as in wealth and popula- 
tion) should share equally in Federal grants. 

(4) An equalization fund, an earmarked portion of the regular appropriation, 
should be used to equalize financing ability for the program in poorer States. 

(5) Reduction in the ratio of Federal participation should be made gradually 
and in such a degree that no program would suffer a serious loss of funds. 

(6) Long-range goals for the program, in number of cases to be served, appro- 
priations to be required, and desired sharing ratio, should be set up. This and 
subsequent legislation should be designed toe support the achievement of these 
goals 

(7) After a resonable number of years (10 years suggested) each State would 
achieve its desired ratio of support, some (the richer States) by expanding State 
funds at a higher ratio and others (the poorer States) by receiving a larger 
share of additional Federal appropriations. In other words, readjustment to new 
ratios would be achieved through proper handling of new money rather than to 
risk tampering with the dollar support to the present program. 

I strongly oppose the plan proposed for distribution of funds as being too 
drastically different from the present basis and the time allotted for transition 
as being far too short. There is nothing immoral in the present situation that we 
must abandon it so rapidly and so radically. A more modest rearrangement, 
spread out over a minimum of 7 years, and preferably 10, would give far greater 
assurance that the President’s goals would some day become a reality. 

I would recommend the stabilization of Federal matching on a dollar-for-dollar 
basis for all States with an equalization fund being distributed to States with 
less than the national average of per capita income, not to exceed 15 percent of 
the amount used for matching and graduated in proportion to wealth. The 
following table illustrates how this might be achieved : 


Comparative items 1954 | 1959 
Number rehahilitations 60, 000 | 100, 000 
Total cost (State and Federal $36, 000,000 | $75, 000, 000 
State funds $13, 000, 000 $35, 000, 000 
Federal funds $23, 000, 000 $40, 000, 000 
Percent Federal funds ; 64 56 
Under this plan, in 1959, $35 million in Federal funds would be used to match 


State appropriations, dollar-for-dollar—$5 million would be used as an equal- 
ization fund, no State to get more than 15 percent increase in funds from this 
source. Any State now exceeding its eventual share of Federal funds would 
simply be frozen at the present level until other States not so formed had im- 
proved their States by receiving greater shares of new Federal money. All 


States would be expected to increase greatly their own State appropriations. 


NATONAL TUBERCULOSIS ASSOCIATION, 
New York 19, N. Y., April 6, 1954. 
Hon. WituiAM A. PurRTELL, 
Chairman, Subcommittee on Health, 
Senate Committee on Labor and Publie Welfare, 
Senate Office Building, Washington, D. C. 

Drar SENATOR PuRTELL: I would like to submit for your committee’s consid- 
eration a few comments in support of S. 2759 introduced by Senators Smith, 
Upton, and Ives to extend and improve vocational rehabilitation services. 

The problem of rehabilitation as it relates to tuberculosis patients in par- 
ticular has long been a concern of the National Tuberculosis Association, a volun- 
tary organization which has been fighting tuberculosis for the past 50 years. 
Along with the advances in knowledge about the disease, we have increasingly 
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come to realize that an adequate program for rehabilitation is an essential part 
of the general program for the control of tuberculosis. 

As we have participated in the development of rehabilitation programs for 
the tuberculosis in this country through our own rehabilitation service, we have 
noted how vocational rehabilitation has resuled in tuberculosis patients returning 
to a useful place in society. 

We are gratified to note that S. 2759 has been introduced and believe that 
passage of such a bill with an adequate appropriation for administration and 
grants-in-aid will be a tremendous impetus to rehabilitation in this country. Be- 
fore its passage, however, we would like to submit three suggestions for amend- 
ments in the interest of clarification and amplification. 

Under section 10 (b) (p. 16 of the bill), the term “disabled individual” is de- 
fined as “any individual who is under a physical or mental disability which con- 
stitutes a substantial handicap to employment but which is of such a nature 
that vocational rehabilitation services may reasonably be expected to render 
him fit to engage in a remunerative occupation.” The term “remunerative oc- 
cupation” has been interpreted in some States to exclude the housewife although 
the Federal interpretation does include them. To avoid omission of the house- 
wife who we believe is in need of vocational rehabilitation to prepare her 
properly for her job as a homemaker, we suggest that the language of the act 
explicitly mention the housewife as being included. If a housewife is not prop- 
erly prepared with a “home mechanics program,” she is more inclined to have 
a relapse of tuberculosis thus creating, aside from needless medical expense, 
a severe strain on the family both emotionally and financially. 

The act also provides for establishment of workshops primarily for employ- 
ment of severely disabled individuals who cannot be absorbed into the labor 
market. Such workshops are needed but primarily as training centers. I believe 
that an addition should be put into the bill to permit the disabled individual to 
be admitted to such workshops in order that he may develop and improve work 
habits and receive work training which would enable him to go either directly 
into employment or prepare for vocational rehabilitation. If used only for 
employment, the workshop would be limited in its scope in that the number of 
those served would remain relatively static. A workshop which would admit 
such patients as the convalescent tuberculous would have a changing population 
and all its services would achieve greater results not only in the number of 
people served but primarily in returning people to vocational and economic use- 
fulness in the community. 

It is also suggested that since rehabilitation programs are now limited in all 
parts of the country by shortage of professionally trained staff, it would be desir- 
able to provide Federal funds to expand training facilities and to provide fellow- 
ships for all professional fields involved, in addition to research fellowships. 
Such a precedent was set in the Mental Health Act. 

May I respectfully submit these suggestions for the committee’s deliberations 
and urge the bill’s passage to meet the increasing and expanding need for voca- 
tional rehabilitation today. 

Very truly yours, 
JAMES FE. PerKrns, M. D., 
Managing Director. 


SENATE INTERIM COMMITTEE ON 
THE EDUCATION AND REHABILITATION OF THE 
PHYSICALLY HANDICAPPED CHILDREN AND ADULTS 
CALIFORNIA LEGISLATURE, 
March 23, 1954. 
Hon. WiiitAM A. PURTELL, 
United States Senate, 
Washington 25, D. C. 


Dear SENATOR PurRTELL: As secretary to State Senator James J. McBride’s 
Interim Committee on Education and Rehabilitation of Handicapped Children 
and Adults, I am writing to you concerning S. 2759 which is being heard by the 
Senate Committee on Labor and Welfare at this time. 

The report of Senator McBride’s committee heartily endorsed the vocational 
rehabilitation program in California and recommended its expansion and faced 
realistically the need for increased State participation. After studying S. 2759 
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I am deeply concerned over the effect its financing provisions will have on the 
rehabilitation program in California and many other States. Since the State 
Legislature has already approved the budget for this service in California for 
the year 1954-55, there will be no further opportunities to appropriate additional 
amounts to compensate for the loss of Federal funds under the financing formula 
contained in 8S. 2759. 

If the States are to expand their vocational rehabilitation programs as called 
for in the President’s program for expanded health and rehabilitation services, 
it would be necessary to provide for a basic support program of not less than 
the amount provided for in 1953-54 and that whatever formula finally adopted 
that might provide for variable grants not become effective until July 1, 1955. 

It also seems reasonable if a variable grant formula is adopted that a floor 
of at least 50 percent Federal money should be provided until we have had an 
opportunity to further study the effect of the variable grant principle on the 
programs in the various States. 

One fact to keep in mind is that any grants for extension or improvement 
and special projects as provided in S. 2759 would not be available until along 
after the fiscal year bas begun and could not be relied upon to make up for cuts 
in the basic support budget. 

Although you may be fully aware of the effects of this legislation as outlined 
above, I am taking this opportunity to report that it is being widely discussed 
throughout this State and, I am sure, in many others that will face similar 
problems. 

Sincerely, 
Z. L. GULLEDGE. 





STATEMENT OF E. C. CLINE, STATE SUPERVISOR OF VOCATIONAL REHABILITATION, 
STATE OF ILLINOIS REGARDING FEDERAL LEGISLATION FOR VOCATIONAL REHABILI- 
TATION 


Two bills pending in the Congress affect our program: 

1. The administration budget for vocational rehabilitation calls for $19,175,000 
as compared with $23 million voted for the current year; this conforms to the 
requirement voted by the last Congress that, beginning with fiscal 1955, 1 Fed- 
eral dollar would be appropriated for each 75 cents of State money available. 
The latter stipulation provides Federal funds for 57 percent of the total cost 
as against the 66 percent previously granted and represents a 14 percent cut. 

2. The new administration Vocational Rehabilitation Act uses the Hill-Burton 
(variable-grant) formula to determine the allocation of funds to each State; 
this is an old formula in Federal-State programs but new to the vocational- 
rehabilitation program. This formula uses two factors: population and per 
capita income, the amounts varying directly with the population, inversely with 
per capita income. In effect, the old formula provided funds roughly according 
to population and Illinois ranked close to the top; the p. c. i. factor, however, 
affects us adversely so that the new formula would result in a drastic reduction 
for us. However, there is an escalator clause ifthe bill that limits the reduc- 
tion for any one State to 10 percent for the first year, with corresponding steps 
thereafter until the formula is fully in effect. 

The case for Illinois is as follows: if the administration budget goes through, 
we are sure of a 14 percent cut—from $1,170,000 to $1,007,000: if the admin- 
istration Vocational Rehabilitation Act also passes, we are sure of an additional 
10 percent cut—to $906,000. This will be a total cut of 22 percent in Federal 
funds. 

The combined Federal-State funds for this vear are $1,845,000; with the Fed- 
eral cut the total for next year would be $1,580,000—a reduction of 14 percent. 
To put it another way—the State appropriation would have to be increased 
by about $265,000. or 39 percent above the present $675,000, to meet the Federal 
decrease. To put it still another way, the total reduction would put us, within 
4 months, financially back to the amount of money available in 1945, even disre- 
garding the increase in costs between then and now. 

If the Congress will give States like Illinois where legislature does not meet 
until next year, 1 more year to make the first fiscal adjustment, and allows us 
to make the total transition by stages thereafter, the application of the new 
formula need not harm our progress. 
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OtyMmpr1A, Wash., March 31, 1954. 
Hon. WARREN G. MAGNUSON, 
United States Senate, 
Washington, D. OC. 

Understand hearings on S. 2759 to start April 5. Oppose method provided in 
8. 2759 for allotting funds to the States. Under this bill Washington would lose 
over $200,000 a year by 1957. Approve allotment provision in 8, 3089. Services 
need to be expanded. Provision should be made for services to all persons who 
are public charges and need vocational rehabilitation for return to self-support. 
Existing law and pending bills are limited in that a person must have a physical 
or mental disability and be vocationally handicapped. Many unemployed adults 
who are public charges have no physical impairment but could be returned to 
self-support through vocational-rehabilitation services. Your help in this mat- 
ter will be appreciated. 

PEARL A. WANAMAKER, 
State Superintendent of Public Instruction. 





STATE OF RHODE ISLAND AND PROVIDENCE PLANTATIONS, 
DEPARTMENT OF SOCIAL WELFARE, 
BUREAU FOR THE BLIND, 
Providence, R. I., March 81, 1954. 
Hon. THEODORE FRANCIS GREEN, 
Senator from Rhode Island, 
United States Senate Building, 
Washington, D. C. 

DEAR SENATOR GREEN : We know that you and all our Members of Congress from 
Rhode Island recognize the value of the Federal-State vocational-rehabilitation 
program to our physically handicapped citizens. Once rehabilitated they become 
taxpayers rather than dependent upon public assistance or their own families. 
But even more important is the human sense of achievement which makes life 
worth while, when their potential abilities are released for employment worthy 
of their best efforts. 

We also believe that you are aware that in July 1953 a “sleeper” was added to 
a Federal appropriation bill, changing the ratio of Federal participation in the 
costs of the program from roughly 80-percent Federal versus 20-percent State, 
to a requirement that the State put up 75 cents in order to “command” each Fed- 
eral dollar provided, beginning in fiscal 1955. This applies not only to “match- 
ing” case service expenditures, but to administration, vocational guidance and 
placement costs (i. e. salaries and overhead), formerly paid 100 percent out of 
Federal funds. 

Unless the “sleeper” is repealed, both the general and the blind programs for 
vocational rehabilitation 'n Rhode Island must be drastically curtailed. 

The only alternative is that the State of Rhode Island stem the gap by provid- 
ing substantial funds over and above those already requested in the State budget 
for fiscal 1955. 

I am enclosing a report showing the importance of the vocational rehabilita- 
tion program to the blind of Rhode Island, illustrating the contrast between what 
could be done for that group before the Barden-La Follette Act of July 1943 had 
specifically included them in the program, and what has since been accomplished 
by our undersized but able staff. 

We hope that you will exert your leadership toward the passage of ‘8. 3029, 83d 
Congress, 2d session, introduced by Mr. Potter on March 1, 1954, and referred to 
the Committee on Labor and Public Welfare. This act has the full endorsement 
of the National Rehabilitation Association. 

Thank you for all you have done to promote constructive legislation. 

Respectfully yours, 
Mrs. Leonore Y. Gay, Administrator. 
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WASHINGTON, D. C., April 8, 1954. 
Hon. WILITAM A. PURTELL, 
Chairman, Subcommittee on Health, 
Committee on Labor and Public Welfare, 
United States Senate, Washington 25, D.C. 

Deak Mr. PurTELL: The enclosed statement of the views of the American 
Osteopathic Association on the vocational rehabilitation amendments of 1954, 
S. 2759, is respectfully submitted for inclusion in the record of the hearings, in 
justification of the two amendments proposed therein, as follows: 

1. Amend subparagraph (2), on page 17, to conform with paragraph (n), 
page 15, of H. R. 8149, as it passed the House; in particular, that the words 
“or surgery” be inserted after the word “medicine,” line 8, page 17, of S. 2759. 

2. Page 17, after line §,.insert the following new paragraph : 

“The term ‘person licensed to practice medicine or surgery in the State’ and 
‘corrective surgery or therapeutic treament’ and ‘hospitalization’ include 
osteopathic practitioners or the services of osteopathic practitioners and hos- 
pitals within the scope of their practice as defined by State law.” 

It is my impression that the Department of Health, Education, and Welfare 
has no objection to the above amendments. 

Very truly yours, 


’ 


LAWRENCE L, GOURLFY, 
Legal Counsel, American Osteopathic Association. 


STATEMENT BY Dr. CHESTER D. Swope, CHAIRMAN, DEPARTMENT OF PUBLIC 
RELATIONS, AMERICAN OSTEOPATHIC ASSOCIATION 


Mr. Chairman and members of the committee, my name is Dr. Chester D. 
Swope. I am a practicing osteopathic physician located in Washington, D. C., 
and as chairman of the department of public relations, of the American Osteo- 
pathic Association, I am authorized to express the views of the association on 
the pending bill, S. 2759, cited as the vocational Rehabilitation Amendments 
of 1954. 

We very much appreciate the privilege of submitting this statement. 

$y the provisions of section 5 (a) of the amended act, S. 2759 assigns to 
the States the responsibility for “establishment and maintenance of minimum 
standards governing the facilities and personnel utilized in the provision of 
vocational rehabilitation services.” That the State’s responsibility is not ex- 
clusive, however, is implicit under section 10, which provides that a “rehabili- 
tation facility” is one wherein “all medical and related health services are 
prescribed by, or are under the formal supervision of, persons licensed to 
practice medicine in the State.” 

A similar definition of a “rehabilitation facility,” in connection with the 
expansion of the Hill-Burton program, was modified during House consideration 
otf H. R. 8149 in order to assure inclusion of persons licensed to practice 
osteopathy and surgery (Congression Record, March 9, 1954, p. 2789). 

In her testimony before this committee on S. 2758 and H. R. 8149, on March 
17, Secretary Hobby expressed agreement with the objective of the House 
modification of H. R. 8149, and recommended similar modification of S. 2758. 

Testifying on the pending bill, S. 2759, on March 30, Secretary Hobby re- 
ferred to the interrelationship between the proposed Hill-Burton expansion, 
and the proposed extension and improvement of the Vocational Rehabilitation 
Act. 

We, therefore, request amendment of subparagraph (2), on page 17, to con- 
form with paragraph (n), page 15, of H. R. 8149, as it passed the House; in 
particular, that the words “or surgery” to be inserted after the word “medicine,” 
line 8, page 17, of S. 2759. 

A further clarifying amendment is also necessary because the bill defines 
physical restoration services as including “corrective surgery or therapeutic 
treatment” and “hospitalization,” without any definition of those terms. 


Those terms are in the present act, and they have been construed by the 
Federal agency in such manner as to preclude the use of the services of 
osteonathic physicians and hosnitals under State programs. For example, cur- 
rent Federal regulations permit the States to set the standards for hospitals 
used in the program (as would be the case by statute under S. 2759), but the 
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Federal Manual of Policy issued to the State administrators states: “In 
reviewing and approving State standards for hospital facilities, the Office of 
Vocational Rehabilitation will for the present be guided by the list of hospitals 
approved by the American College of Surgeons.” The words “for the present” 
have already been in effect for 10 years. Since hospitals staffed by osteopathic 
physicians are approved by the American Osteopathic Association, the Federal 
recommendation operates to prevent their use by the State agencies. 

In order to prevent continuation of a similar Federal recommendation with 
similar effect under 8S. 2759, an amendment declaratory of congressional intent 
to the contrary is essential. 

We, therefore, request amendment of S. 2759 by inserting on page 17, after 
line 8, the following new paragraph : 

“The terms ‘persons licensed to practice medicine or surgery in the State’ and 
‘corrective surgery or therapeutic treatment’ and ‘hospitalization’ include osteo- 
pathic practitioners or the services of osteopathic practitioners and hospitals 
within the scope of their practice as defined by State law.” 

The Senate agreed to a similar amendment in 1950, but the House failed to 
act on it. The Committee on Labor and Public Welfare recommended, and the 
Senate passed, as a part of H. R. 4051, 81st Congress, an amendment to the Voca- 
tional Rehabilitation Act reading as follows: 

“The terms ‘physician’ and ‘corrective surgery or therapeutic treatment’ and 
‘hospitalization’ include osteopathic practitioners or the services of osteopathic 
practitioners and hospitals within the scope of their practice as defined by 
State law.” 

The bill was reintroduced as S. 1202 in the 82d Congress, sponsored by Senators 
Douglas, Murray, Hill, Neely, Humphrey, Lehman, Taft, Aiken, and Morse. 

In recommending the amendment to the Senate, as a part of S. 4051, in 1950, 
the Senate committee (Rept. No. 2456) stated: 

“By a committee amendment, section 10 is amended by adding a definition that 
‘physician’ and ‘corrective surgery or therapeutic treatment’ and ‘hospitalization’ 
shall include osteopathic practitioners or the services of osteopathic practitioners 
and hospitals within the scope of their practice as defined by State law. This 
change would permit the States to use the resources of the osteopathic profession 
and its institutions. The authorization is similar to that included in H. R. 6000 
and to the provisions already in the laws dealing with Federal employees, com- 
pensation and veterans’ rehabilitation. The committee is advised that osteo- 
pathic physicians are licensed under the laws of all the States, and that there 
are some 300 hospitals staffed by doctors of osteopathy.” 

In connection with H. R. 6000 (Social Security Act Amendments of 1950, 
Public Law 734, 81st Cong.), the Senate Committee on Finance (Rept. No. 1669) 
stated : 

“Section 403 (b) of the bill (H. R. 6000) as reported amends section 1101 of 
the Social Security Act by the addition of a definition of the terms ‘physician’, 
‘medical care’, and ‘hospitalization.’ These terms are defined to include osteo- 
pathic practitioners and the services of osteopathic practitioners and hospitals 
within the scope of their practice as defined by State law. The effect of this 
definition is to leave the States free to utilize the services of the osteopathic pro- 
fession and its institutions in like manner as they may use the services of doctors 
of medicine and medical hospitals without fear of being denied approval of their 
State plans for services under the various titles of the Social Security Act.” 
(Our italic.) 

The relevance of the Social Security Act Amendments of 1950 is particularly 
significant since Secretary Hobby’s testimony on 8S. 2759 stressed the interrela- 
tionship of the vocational rehabilitation and social security programs. The 
Secretary expressly referred to the administration’s pending proposal (H. R. 
7199) which would result in the referral of thousands of social security insured 
(OASI) disabled workers annually to the State rehabilitation agencies for 
medical evaluation purposes and possible prompt steps toward rehabilitation. 

It is respectfully submitted that the public interest will be served and the 
objectives of the legislation advanced by our proposed clarifying amendments, 
which expressely assure to the States the right of utilization of the licensed pro- 
fessional services of osteopathic physicans or surgeons, and osteopathic hospitals, 
under the State-Federal vocational rehabilitation program, for the benefit of the 
physically handicapped. 
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OFFICE OF THE PoSTMASTER GENERAL, 
Washington, D. C., May 12, 1954. 
Hon. H. ArexANpER SMITH, 
Chairman, Committee on Labor and Public Welfare, 
United States Senate. 

Dear Mr. CuHarmMan: The attention of this Department has been directed to 
an amendment of the Randolph-Sheppard Vending Stand Act (20 U. S. C., sees. 
107, et seq.) proposed by the Department of Health, Education and Welfare as an 
amendment to S. 2759, a bill to amend the Vocational Rehabilitation Act so as 
to promote and assist in the extension and improvement of vocational rehabilita- 
tion services, provide for a more effective use of available Federal funds, and 
otherwise improve the provisions of that act, and for other purposes. 

One of the purposes of the proposed amendment is to provide that preference 
shall be given to blind persons in the operation of vending stands and vending 
machines on Federal property. 

This Department is in favor of extending every possible assistance to blind 
persons so far as it can without jeopardizing or interfering with the handling 
of mails or the orderly conduct of business in post-office buildings. Under 
authority of present law blind persons are accorded preference in the operation 
of vending stands in post-office lobbies. The Department has authorized the in- 
stallation of vending machines in some post-office workrooms where space con- 
ditions would permit such action. In some instance, the proceeds from such 
machines are turned over to the blind person operating a stand in the lobby 
of the post office, and in other instances the proceeds are turned over to an 
employees’ mutual-benefit committee. 

It is our present policy to prohibit the installation of vending machines, as 
distinguished from vending stands, in lobbies and public corridors of post-office 
buildings, Government-owned and leased space, due to the inconvenience re- 
sulting to the general public and the loss of usable space in many lobbies which 
are already congested. Also, in view of the congested conditions in post-office 
buildings generally throughout the country, it is not considered avisable to 
approve the installation of vending machines in workroom areas at this time. 
Consideration is, however, given to the installation of vending machines in 
rooms set aside as employees’ lunch and locker rooms where there are adequate 
space facilities and where there is a definite need for such machines due to the 
inability of employees to secure food in the vicinity of the post-office building. 
The profits derived from vending machines installed in these areas of the build- 
ing to which the public does not have access are permitted, on approval by the 
Department, to go to a committee representing the employee groups of the post 
office for the mutual benefit of all the employees. 

The very nature of the mail-handling functions are such, however, that this 
Department must have full authority to exercise discretion in such matters. In 
regard to the selection of blind persons licensed to operate vending stands in 
lobbies of post offices, the Department is agreeable to accept those approved by 
the Office of Vocational Rehabilitation, Department of Health, Education, and 
Welfare, under conditions agreed upon by that Department and the Post Office 
Denartment. 

Under the amendments proposed by the Department of Health, Education, and 
Welfare, all property used for postal purposes would be affected whether it is 
Government-owned or leased. It would be a mandatory requirement that this 
Department consult with the Department of Health, Education, and Welfare 
with respect to regulations to be issued governing the operation of vending 
stands and vending machines by blind persons. 

The Post Office Department, not the Department of Health, Education, and 
Welfare, is charged with the mail-handling functions of the Government, and is 
the only department which is acquainted with the service conditions relating to 
the postal service. Furthermore, the Post Office Department, not the Depart- 
ment of Health, Education, and Welfare, is the Department charged with the 
responsibility for furnishing economical and efficient postal service. Therefore, 
the Post Office Department should be vested with full authority for making 
determinations of questions with respect to the installation and operation of 
vending machines and vending stands in post offices. This need for exclusive 
jurisdiction is pointed up by the following case. 

A representative of the Department of Public Welfare of one State is desirous 
of having permission granted for a vending stand to be operated by a blind 
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person in the lobby of a particular post office, which post office is located in 
leased quarters. The lease contains a clause which prohibits use of the premises 
by anyone other than the Government. The lessor apparently would waive this 
provision in the lease. However, the Postmaster at the office involved advises 
this Department that the proposed stand “will take much needed space from the 
money-order window.” The postmaster says, however, that the representative 
of the Department of Public Welfare “does not care how much inconvenience 
the stand will cause the public just so it is installed.” 

Obviously, any such case must be decided in favor of the patrons of the postal 
service who must be served. 

If the proposed amendment to the Randolph-Sheppard Vending Stand Act were 
in force and effect who, in the case cited above, would make the determination as 
to whether or not it was “feasible” for the proposed vending stand to be operated? 
Likewise, who would make the determination that such stand would either not 
“unduly inconvenience” the Department or “adversely affect the interests of the 
United States?” The sentence proposed to be added to section 5 (a) (1) of the 
act is not clear on this point. 

In any event, any discretion vested in the Postmaster General by the present 
law would be taken away from him by the proposed amendment to section 
5 (a) (1). 

This Department is strongly opposed to the amendments to the Randolph- 
Sheppard Vending Stand Act, as proposed by the Department of Health, 
Education, and Welfare. 

It is understood that the Department of Health, Education, and Welfare is 
desirous of being consulted with respect to regulations which would be issued 
to cover the operation of vending stands and vending machines by blind persons. 
Insofar as this Department is concerned no objection is interposed to such 
requirement. However, in view of the fact that a large number of post offices 
are involved and the issuance of specific regulations with respect to the operation 
of such stands at each post office is necessary, no need is seen for burdening 
either the President or even the Bureau of the Budget with the duty of passing 
on the numerous regulations which might be required to govern the operation 
of such stands or machines in post offices under the jurisdiction of this Depart- 
ment. It is believed that the matter could be handled amicably between this 
Department and the Department of Health, Education, and Welfare. 

No objection would be made, therefore, by this Department to the present law, 
codified in section 107 of title 20, United States Code, being amended by the 
addition of a sentence reading as follows: 

“The head of the department or agency in charge of the maintenance of the 
Federal property shall, when such vending stands are to be operated by blind 
persons, consult with the Secretary of Health, Education, and Welfare prior 
to the issuance of any regulations governing the operation of such vending 
stands on such property.” 

No objection would be interposed to striking out the words “in any Federal 
building” wherever they appear in the present law, and inserting in lieu thereof, 
“on any Federal property.” 

It will be appreciated if you will cause this report to be made a part of the 
record on §S. 2759. 

Due to the fact that the hearings on §S. 2759 have been completed, and the 
further fact that the amendments suggested by the Department of Health, 
Education, and Welfare are presently being considered by the committee, this 
report has not been cleared through the Bureau of the Budget. 

Sincerely yours, 
CHARLES R. Hook, Jr., 
Deputy Postmaster General. 


(Whereupon, at 12: 10 o’clock p. m. the committee adjourned until 
10 a.m., Tuesday, April 13, 1954.) 
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